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THE SULPHONAMIDE TREATMENT OF GONORRHOEA 
RESULTS OF TREATMENT 


R. C. L. BATCHELOR, M.A., M.B., F.R.C.S.Ed., D.P.H. 
ROBERT LEES, M.D., F.R.C.P.Ed. 
AND 
G. M. THOMSON, M.B., Ch.B., D.P.H. 


(From the Department of Venereal Diseases, Edinburgh Corporation and Royal Infirmary) 


The advent of the sulphonamides marked an important 
point in the history of the treatment of gonorrhoea, 
probably as important as the introduction of salvarsan for 
the treatment of syphilis. For the first time a drug with 
a specific attack on the gonococcus was available. The 
first wave of therapeutic enthusiasm led to widespread 
experimentation and to extravagant claims for the method, 
and then to a period of apprehension regarding its toxic 
effects. There was a repetition of these phenomena with 
each member of the series—prontosil, sulphanilamide, 
uleron, albucid, and sulphapyridine (M & B 693). The 
greater potency and relatively low toxicity of sulpha- 
pyridine renewed the optimism of the therapeutic 
enthusiasts and led to frequent use of the drugs in a 
manner unlikely to produce the best results. 

The stage is now reached in which critical observers 
realize that sulphapyridine is not an easy panacea in the 
problems of gonorrhoea. The results of a large series of 
gonorrhoea cases adequately observed for a long period 
should aid in assessing the value of the drug in producing 
cure and in the indication of essential precautions in this 
new therapy. 

Recently it has been suggested that many patients were 


‘not cured by this treatment, but that they were suffering 


from latent gonorrhoea, almost certain to recur, probably 
contagious, and possibly liable to cause late metastatic 
lesions. If this assertion were proven such a grave charge 
would throw suspicion on the present methods of using 
the sulphonamides, and we would anticipate in the near 
future a great epidemic of gonorrhoea, probably in a 
modified form. This would be a serious danger to the 
public health. To secure data on this question we have 
reviewed the results of 810 male cases and 129 female 
cases of gonorrhoea treated in the Edinburgh area from 
January 1, 1939, to June 30, 1939. Our records, however, 
have been scrutinized up to date to ensure that cases 
treated in this period have not returned to our care 
subsequent to July 1, 1939. The cases are unselected, 
they are all hospital cases, and the entire venereal disease 
service of the Edinburgh area is included. The outbreak 
of war and the removal of the younger men from ihe 


population may have slightly affected our estimates of 
“return cases ” and “ relapses ” ; but this will produce only 
a small reduction in the figures, and this factor operates 
in other areas to a similar extent. 

The study refers to patients treated by sulphanilamide, 
uleron, albucid, ““ M 541,” and sulphapyridine. All cases 
were diagnosed and controlled bacteriologically—prin- 
cipally by examination of smears, but by culture also in 
case of doubt. 


Definition of Terms employed in this Study 


It is necessary at this stage to define some terms used 
in the following descriptions and discussions, and to 
outline briefly the lines on which the therapeutic experi- 
ments have been conducted. 


“ Drug Resistance.’—By this term we designate the phe- 
nomenon in which the disease appears partially or completely 
unaffected by the drug administered. For example, in a case 
of anterior urethritis the discharge continues, and films from 
the urethra contain numerous gonococci after treatment by 
our usual dosage over the usual period of time. Drug resist- 
ance may be “ primary” or “ acquired "—the latter referring 
to the phenomenon, commonly observed, that inadequate doses 
failed to bring about cure and adequate or intensive doses 
later proved ineffective. 

“ Relapse” is used to designate the return of symptoms and 
signs, with return of positive bacteriological tests which had 
previously been rendered negative by treatment. Relapse 1s 
classified arbitrarily as “ early ” (within four weeks of cessation 
of drug administration) and “late” (over four weeks from 
cessation). Relapse is quite distinct in our series from the 
next group, which we call “return cases.” 

A “return case” is a patient who has been discharged as 
cured or defaulted and who has subsequently returned to the 
clinic. A very careful search has been made for such cases, 
and in this respect it is worthy of notice that one authority 
controls all the venereal diseases in the Edinburgh area, and 
the medical officers and orderlies readily recognize men pre 
viously treated, even though false names and addresses may 
be used. The principal interest of this study may well lie in 
the analysis of the “ return cases,” as there is only one instance 
in which a man previously treated for gonorrhoea has returned 
with gonorrhoea without having being exposed to reinfection. 
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“ Defaulter.".—Any patient who ceases to attend the clinic 
before all tests of cure are satisfied is classed as a defaulter. 
These cases are studied in detail later in an attempt to guess 
their probable fate and the individual and public importance 
of their condition. The tests of cure employed in our routine 
management are described below. Many of our “return 
cases” had previously defaulted. 


ROUTINE MANAGEMENT OF GONORRHOEA 
(MALE) 


Before treatment a full clinical examination is carried 
out and smears are made from the urethral discharge. 
These are stained by Gram’s method, and are examined 
immediately. If: doubt exists regarding the diagnosis 
further tests are done, including cultures of the secretions. 
Administration of the drug is started as soon as the 
diagnosis has been established: we have not practised 
“delayed chemotherapy.” No irrigation or antiseptic 
treatment has been used as a rule in these cases: certainly 
during the first week irrigation has been avoided. In this 
way the value of the drug alone can be assessed more 
accurately than in many other reported series of cases. 
The dosage employed is readily seen in Table I. 


TABLE I.—Dosage in Grammes 





Sulphanilamide Sulphapyridine 


M. 





Days 





a too 
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| Total 
| 15 gm. 
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Observations.—Repeat course in few cases after interval of 7 days. Second 
course given only in exceptional cases. 

During chemotherapy with sulphanilamide the patients were forbidden to take 
foods or drugs rich in sulphur or sulphates. Toxic effects were frequent, and 
often severe but not dangerous. This prohibition was found unnecessary in 
using sulphapyridine. 


The points emphasized in the management of chemo- 
therapy are: 


1. The exact dose prescribed must be taken. 


2. The drug must be taken regularly at the prescribed inter- 
vals—for example, a man on day work has a dose at 8 a.m., 
lunch-, tea-, and bed-time. Night-shift workers often take five 
doses—a larger one always being taken before the patient goes 
to bed. 


3. The tablets must not be given to another person. Some 
men treat their consorts or friends who have a-similar disease, 
or keep a few tablets for a future occasion—for example, 
should they be reinfected. 


4. Enough of the drug to last until his next visit is supplied. 
A few extra tablets may be given in case he cannot attend at 
the precise time advised: this tends to prevent gaps in the 
administration of the drug. Prescriptions should limit the 
amount of the drug to be supplied and should be marked 
“Not to be repeated.” In hospital practice we avoid giving 


prescriptions for sulphonamides. 

5. Observation must be regular and at frequent intervals— 
as a rule every two days during chemotherapy and twice a week 
during the first month, then once a week until cure is 
established. 





| 
6. Tests of cure are carried out during the latter part of the 
observation period. The period of observation after negative 
bacteriological tests and cessation of clinical signs of the 
disease should not be less than three months. The tests of 
cure consist of repeated urethral and prostatic smears, Passage 
of large bougies, urethroscopic examinations, “ provocative ” 
injections of gonococcal vaccine with examinations of urethral 
and prostatic and vesicular secretion twenty-four and forty- 
eight hours subsequently, and repeated tests of the blood 
serum by gonococcus complement-fixation and Wassermann 
tests. We have not advised the consumption of alcohol as a 
test, though patients often test themselves in this way.  Instil- 
lation of silver nitrate, glycerine, etc., is not used as a routine, 
Principal reliance is placed on repeated examinations of 
smears, urethroscopic examinations, and the gonococcus com- 
plement-fixation test. 


TABLE II.—Results of Treatment 


2 

















| Males Females 

No. Cures Defaulters | No. Cures Defaulters 
Sulphanilamide | 365 | 197 (54%) | 168 (46%) | 54 | 41 (76%) 13 (24%) 
Suliphapyridine | 445 | 209 (47%) | 236 (53%) | 75 | 52 (60.9%) | 23 (39.1%) 

















From Table II it will be noted that there is a lower 
percentage of cure with sulphapyridine (47) than with 
sulphanilamide (54), but this is largely explained by the 
higher percentage of defaulters (sulphapyridine, 53; 
sulphanilamide, 46). There is no doubt in our minds that 
sulphapyridine is greatly superior to the other drugs of the 
series; it produces a more rapid curative effect, toxic 
effects are less severe, drug resistance is much less common 
(5.7 per cent.), and the complications of gonorrhoea are 
similarly low (4 per cent.) (Table IID. 


TABLE I1].—Males 


























No. of Drug Complica- 
Cases Defaulters Resistance tions Relapse 
Sulphanilamide .. 365 46% 32.1% 13.7% | 1.9% 
Sulphapyridine .. 445 53% = Sas pp 4 4% 2355 
Default 


The question of default is a major issue in the manage- 
ment of all venereal diseases; the large percentage who 
do not have any tests of cure has become even larger 
since the sulphonamides were introduced. We have there- 
fore devoted some space to the study of this group (404). 
The time at which male patients default is shown 
graphically in the figure reproduced below. 
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Fortnightly estimate of sulphonamide defaulters: males. 
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The number of defaulters is estimated at fortnightly 
intervals. The large numbers who cease attendance during 
the first two weeks present a menace to the success of this 
therapy. 


(a) Contagious Defaulters—Fifty-four cases showed a posi- 
tive urethral smear immediately before defaulting (seventeen 
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Re iss 
(4.6 per cent.) on sulphanilamide and thirty-seven (8.3 per 
cent.) on sulphapyridine). The marital state of these infec- 
tious defaulters was: married, twenty-one; single, thirty- 
three. From the public health point of view cases in this 
group are the most serious danger. 

(b) Potentially Infectious Defaulters (defaulters who have 
not had a period of observation or any test of cure).—These 
number 158 (19.5 per cent. of 810 cases). A comparable 
analysis for twenty-one months in 1935-6 gave the figures of 
12.6 per cent, The conclusion is that this defaulter rate has 
risen by over 50 per cent. 

(c) Defaulters Presumably Cured.—Total 246. These are 
patients who cease attendance after completing a period of 
observation and who have then satisfied one or more tests 
of cure. An empirical clinical classification emphasizes the 
same points of importance regarding default, especially the 
high incidence of early default in the sulphapyridine series. 


TABLE IV 





Stage of Default Sulphanilamide Sulphapyridine 








Early Pee ae er ar ae 39 (23.2%) 106 (44.8%) 
On observation .. a8 Se 48 (28.6%) 36 (15.2%) 
During tests of cure ae Se se 81 (48.2%) 94 (40%) 








It is interesting to speculate on the probable fate of 
many of these defaulters. The fifty-four cases who were 
certainly contagious have probably spread the disease in 
the population. They may have sought treatment else- 
where or attempted self-treatment. On reviewing our 
“return cases” we find that of thirteen defaulters who 
later returned to the clinic eleven had been re-exposed to 
infection, and nine of these defaulted during treatment for 
their second infection. Their condition on return to the 
clinic was: gonorrhoea, eight ; non-gonococcal urethritis, 
two ; syphilis, one ; no evidence of V.D., two. 

It is recognized in every large V.D. clinic that a smail 
proportion of men are habitually promiscuous. They are 
quite careless regarding their own health and indifferent 
to the transmission of infection to others. They must be 
responsible for a considerable spread of venereal disease, 
but it is extremely difficult to secure control of such 
disease carriers by legislative or other means. They repre- 
sent a public danger as great as the prostitute or habitually 
promiscuous woman. 


Complications of Gonorrhoea 


The reduction in the incidence of major complications 
of gonorrhoea occurring during sulphonamide treatment 
is one of the principal merits of this therapy. Our 
observations are presented in Table V. 


Taste V.—Complications during Treatment 


























= x 
1 Sin aloo 
— yn 0 oom an 
No. with | 3 | $$| = 5 ae 
Complica- | 8 535 $ si 3 P 5 
tions a + <i oa] 3 ¢ 2 
mw |e a>] w ar 
Sulphanilamide (365 cases).. | 50(13.7%)] 4 4 17 20 4 1 
Sulphapyridine (445 cases).. | 18 (4% 1 1 9 6 1 - 











The much lower proportion of complications in the 
sulphapyridine series (4 per cent.) than in the sulphanil- 
amide series (13.7 per cent.) is striking. Such complica- 
tions respond almost invariably and with rapidity to 
further sulphanilamide administration, supplemented by 
measures to ensure drainage and sterilization of the focus 
of infection, and the patients eventually show as high a 
percentage of cures as the uncomplicated cases. The only 
“return case’? who had gonorrhoea without re-exposure 





to infection had suffered from epididymitis. This empha- 
sizes that the utmost care in testing for cure is essential 
in every patient who has suffered from infection of the 
prostate or seminal vesicles. 


Drug Resistance 


A failure to respond to adequate doses of the drug may 
occur primarily. Drug resistance was observed in 116 
(32.4 per cent.) of 358 cases treated with sulphanilamide, 
and in 24 (5.7 per cent.) of 417 cases treated with sulpha- 
pyridine. Defaulters who did not complete one course 
of the drug are excluded from this survey. The much 
lower percentage of sulphapyridine-resistant cases is a 
point much in favour of this remedy. We are unable at 
present to furnish conclusive observations on the cause 
of primary drug resistance. 

Acquired Drug Resistance is a most important pheno- 
menon. We have very frequently observed that if insuffi- 
cient dosage of a sulphonamide is employed, even for a 
short time, the gonococcus quickly becomes resistant to 
all sulphonamides. This acquired drug resistance is 
retained for several weeks or even months, but does not 
appear to be permanent. We have found no evidence in 
our survey to suggest the existence of a “ sulphonamide- 
resistant ” strain of gonococci. The causal factor appears 
to be an idiosyncrasy shown by the patient. For example, 
we have several times observed that a husband and wife 
were presumably infected with the same strain of gono- 
cocci, or two men were infected by the same woman, and 
yet only one of each couple was “ drug-resistant.” Sulpha- 
pyridine may produce rapid cure in patients who have 
resisted adequate doses of sulphanilamide, but a number 
resist repeated courses or intensive doses of sulpha- 
pyridine. 

It appears to be essential to give a high dosage of 
sulphonamides at the outset, and after a high blood 
concentration has been secured the dose may be reduced. 
Regular intervals not exceeding four hours between doses 
appear desirable, otherwise the drug is rapidly excreted 
and the blood concentration falls below the effective level. 
Intervals in treatment are also undesirable. Our standard 
course in the present series was five days’ treatment with 
sulphapyridine, but this probably represents a minimum 
rather than an optimum. 

The ultimate fate of cases presenting drug resistance 
has been studied and is set out in Tables VI and VII. 


TaBLe VI.—Sulphanilamide-resistant—116 (32.4 per cent. of 
358 cases) 











Repeat 
Course of 
Result Irrigation Sulphanil- Sulpha- Totals 
amide with pyridine 
Irrigation 
Discharged cured .. 27 (45%) 5 21 (45%) 53 
Defaulted .. *: 29 6 Ze 57 
Transferred .. S38 3 0 3 6 
Totals .. 6 59 11 46 116 

















TABLE VII.—Sulphapyridine-resistant 




















Repeat 
: Course of 
Result Irrigations it sori Sulpha- Totals 
rrigations pyridine 
Irrigation 
Discharged cured .. . : 4 4 13 
Defaulted .. os 0 5 6 It 
Totals ,. | 5 | 9 10 24 
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It is observed that these sulphanilamide-resistant and 
sulphapyridine-resistant cases ultimately reach as high a 
percentage of cure as the more fortunate cases, though 
a much longer time, as a rule, is required to obtain a cure. 


Relapses 


Relapse has been classified clinically as: (a) early 
(occurring during the first four weeks after cessation of 
sulphonamide treatment), and (b) late (occurring later than 
four weeks). From the outset of sulphonamide usage it 
was recognized that the results observed in some cases 
were not permanent. After an initial favourable response 
there was a latent interval in which few or no clinical signs 
of disease were seen and the bacteriological tests were 
negative ; then signs of disease and positive tests recurred. 
(The latent interval of apparent cure varied in our series 
from two to twenty-four weeks.) In several cases of 
relapse the symptoms and signs were slight, and the recur- 
rence of the infection might have been overlooked readily 
if regular observation and tests had not been conducted 
as a routine. In the great majority of our “relapse” 
cases, however, there had been some evidence indicating 
the existence of a deep-seated or resistant focus of infec- 
tion. For example, an abnormal prostatic fluid often 
foretold prostatitis and epididymitis, or urethroscopic 
examination revealed a submucous infiltration and infected 
follicles. 


There were twenty cases of relapse during treatment 
and observation—twelve early and eight late—the shortest 
interval being two weeks and the longest twenty-four 
weeks. Sixteen cases of anterior urethritis and four cases 
of posterior urethritis relapsed—seven had been treated by 
sulphanilamide and thirteen by sulphapyridine. All of the 
twenty cases were positive to bacteriological tests, one 
showing gonococci in the prostatic fluid alone. Five 
patients showed enlargement of the prostate—usually slight 
—and one of these developed epididymitis. One patient 
had an intrameatal wart. 

While this number of twenty relapses out of a series of 
810 cases is not large enough to justify very dogmatic 
conclusions some factors are worthy of note: 


1. The great majority of these patients had shown evidence 
to suggest incomplete healing or a latent focus of disease. 


2. Alcohol was stated to be the cause of relapse in six cases 
—all of which had previously been treated with sulphapyridine 
and all of which relapsed early. 


3. Relapse associated with prostatitis tends to occur later, 
and often without symptoms. 

4. The “infectious defaulter ” rate is high—six cases out of 
twenty (30 per cent.) in this series of relapses. 

5. One patient relapsed twice—first five weeks after sul- 
phanilamide, and then six weeks after apparent recovery with 


sulphapyridine. On each occasion alcohol was the provoca- 
tive agent. 


Return Cases 


It is essential to differentiate clearly between relapse 
(that is, recurrence during treatment or observation) and 
a “return case” who has been discharged as cured or 
who has defaulted and then subsequently returns to the 
clinic- for any reason. A man is not classified as a 
defaulter unless he has been absent from the clinic for 
three months or longer. Great care has been taken to 
detect patients who have previously been treated for 
gonorrhoea by sulphonamide drugs and have later 
returned to the Edinburgh clinics. There were forty-four 


— ee 
such cases—thirty were single and fourteen married— 
giving the following particulars: 





Re-exposure : 


A history of one re-exposure (in four cases with their wives) 38 
A history of repeated re-exposures .. ie 5 ae 1 
No coitus since their previous attendance at the clinic .. 5 


Condition on Return to the Clinic: 


Non-gonococcal 


Gonorrhoea ie <a. we 
| NoV.D. .. 


urethritis 8 
Primary syphilis .. = a 
On their first spell of attendance at the clinic thirty had 
been discharged cured, thirteen defaulted, and one had 
been transferred. 


The principal interest lies in the five “return cases” 
which had not been re-exposed to infection, as they might 
at first indicate that we had failed to detect a latent infec- 
tion and that they had later suffered a reactivation of the 
disease ; they were therefore subjected to most careful 
inquiry and full investigation. The result was that three 
of these patients were found to be free from venereal 
disease and symptoms, but had returned to the clinic 
to reassure themselves—for example, before marriage, 
One had a non-gonococcal urethritis due to B. coli 
urinary infection. This patient recovered rapidly: there 
was never any evidence suggestive of latent gonorrhoea, 
and he defaulted while undergoing final tests of cure of 
this urethritis. 


One patient (Ref. No. D 216) had been treated for acute 
gonorrhoea by sulphanilamide, and responded favourably ; but 
there was an early relapse, after which he developed epididy- 
mitis, which was treated in the usual way. He was eventually 
observed for several months and after satisfying our routine 
test of cure was discharged. He returned to the clinic forty- 
eight weeks later (Ref. D 2217) on account of a reappearance 
of the urethral discharge. Smears of the urethral pus con- 
tained gonococci. He was treated with sulphapyridine, re- 
sponded favourably, and eventually was discharged again as 
cured. He has not since returned to the clinic. This man did 
not volunteer any reason for recurrence of his symptoms: he 
denied re-exposure, but was not subjected to cross-examina- 
tion. On the data available we must admit that this patient 
had suffered from latent gonorrhoea which our routine tests of 
cure failed to detect and that his disease became active forty- 
eight weeks later, However, this is the only instance in the 
series of 810 cases in which our tests of cure have failed. 
This is in striking contrast with the results reported by 
Cokkinis and McElligott (British Medical Journal, 1939, 2, 
1081): “The true incidence [of relapse] lies‘ somewhere (per- 
haps halfway) between 12 and 27 per cent.” 


Notes on Other Sulphonamides 


Certain other members of the sulphonamide group 
have been subjected to clinical trial. They are not 
included in the previous review or in Table II as the 
method of dosage was different ; ‘several of the patients 
are still under observation, and the drugs were not tested 
in routine out-patient practice. 


Uleron (Bayer).—This drug is claimed to be a very potent 
sulphonamide, but it is affirmed that the best results are 
obtained in delayed chemotherapy only—that is, by withhold- 
ing uleron until after the third week of the infection. Uleron 
has a tendency to damage peripheral nerves, and has to be 
given in short courses of four days, with an interval of four 
days between courses, to permit excretion. If this precaution 
is neglected the patient may readily develop peripheral neuritis. 
One of us (R. L.) has observed a very severe case of peri- 
pheral neuritis affecting both legs and arms in a German sailor 
who consumed 90 tablets (45 grammes) of uleron without an 
interval. The dosage employed in our series was 4 grammes 
a day for four days; there was then an interval of four days, 
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Tied~ J ing the course was repeated in this way three or four times, 
according to the clinical and bacteriological response. The 
results are summarized below, but it is fair to point out that 
38 the majority were complicated cases. 
1 
i Immediate Treatment: 
11 cases (2 uncomplicated urethritis and 9 prostatitis and/or 
epididymitis). 
é 3 cases became gonococcus-negative in urethral smears after 
two courses. 
h 2 cases became gonococcus-negative in urethral smears after 
y had three courses. 
4 
had Delayed Treatment: 
11 cases (1 urethritis and 10 prostatitis and/or epididymitis). 
ases ” 6 cases became gonococcus-negative in urethral smears after 
might two courses, 





infec. 3 cases remained gonococcus-positive in urethral smears after 
prs two courses. 


of the 2 cases still positive after one course were treated by irriga- 
areful tion, etc. 

three Result: 

lereal 22 cases (discharged cured, 9; defaulted, 13), 

clinic 

riage, Our conclusion on the result of our observations on 


coli | these twenty-two cases is: (1) uleron is more dangerous 
there than sulphanilamide and sulphapyridine ; (2) it is less 
hoea, | potent than sulphapyridine, but about equal to sulphanil- 
re of | amide; (3) delayed chemotherapy with uleron does not 
give results as good as those of immediate treatment with 


acute sulphapyridine. 





: but Albucid (Schering).—Albucid is a modification of the sulph- 
didy- anilamide formula with a view to reducing toxicity. This 
ually drug gives practically no toxic effects, even in high dosage, but 
utine its curative action on the gonococcus is much weaker than that 
orty- of sulphanilamide and very much weaker than that of sulpha- 
ance pyridine. The system of dosage suggested by the makers 
con- was followed: first day, 15 tablets; second day, 12 tablets ; 
Te third day, 9 tablets; fourth day, 6 tablets—a total of 21 
n as grammes. Several courses were given, and as delayed chemo- 
did therapy was advocated it was practised. Only thirteen cases 
- he were treated ; of these, four became gonococcus-negative and 
ina- nine remained gonococcus-positive, and were not improved 
Hient clinically. Albucid is a very feeble curative agent in gonor- 
s of thoea, The claims made for low toxicity were substantiated, 
wrty- but this drug seems to have no place in the treatment of 
the gonorrhoea except in a very few individuals who prove highly 
‘led, intolerant of sulphapyridine. 

by “M 541” (1.C.1.).—This is sulphanilamide-ethyl-sulphonate, 
2, and is a compound of low toxicity but very feeble curative 
per- power; patients treated by it subsequently proved resistant to 


sulphapyridine. A very poor response, clinical and bacterio- 
logical, was obtained from the experimental product * M 541,” 
and subsequent administration of sulphapyridine in the usual 
dosage completely failed to produce any improvement. Nine 
cases were treated. One showed an initial response, and gono- 


yup cocci disappeared. The remaining eight were positive after 
not “M 541° and after one or more courses of sulphapyridine. 
the Its use has been discontinued, as it is not suitable for the 
nts treatment of gonorrhoea. 
ted 

GONORRHOEA OF WOMEN 
a Sulphonamide treatment of gonorrhoea of women is 
Id- discussed separately because, although the chemothera- 
on peutic principles are the same, the details of management 
be of the patient and estimation of cure are necessarily 
ur different. 
on Diagnosis—In all cases smears are taken from the 
5 urethra, cervix uteri, Bartholin glands, and vagina. The 
a vaginal secretion is examined by appropriate methods for 
+ Trichomonas vaginalis, as we have found that infestation 
es with this parasite keeps up the symptoms and signs and 
1S, may retard the cure of gonorrhoea. In case of doubt 


the secretions are cultured for gonococci. Progress is 





assessed by re-examination at intervals of two days in 
the acute stage and seven days in the subacute or observa- 
tion period. Tests of cure are conducted over a minimum 
period of three months; where possible the patient is 
examined after three successive menstrual periods. 

Treatment.—Sulphonamide has been given immediately 
the diagnosis has been established. The dosage tolerated 
is lower than in the male cases: the average doses are 
shown in Table I. The results are presented in Table II, 
part of which is for convenience set out in detail in 
Table VIII. 








TaBLe VIII 
Sulphanilamide Sulphapyridine 

(54 cases) (75 cases) 
Cure ae ete ae ae rn 41 (76%) 52 (60.9%) 
Default .. = Rs - ave 13 (24% 23 (39.1%) 
Complications .. ae Sa a 267%) 5 (6.6%) 
Relapse .. By: nb - < 1 (1.85%) 1 (1.3%) 
Drug resistance .. Sys ke x5 10 (18.5%) 4 (5.3%) 











Cure.—The percentage cured is higher with sulphanil- 
amide than with sulphapyridine, and the default rate is 
lower ; but sulphapyridine shows a lower incidence of 
complications and drug resistance. In this small series 
there is on the whole little to choose between the drugs 
in the final analysis of results. In the management of 
cases in the clinic, however, sulphapyridine gives more 
rapid control of contagion and relief of acute symptoms, 
and a lower incidence of toxic symptoms and signs from 
the drug. 

Default is again a serious problem, and female 
defaulters have been classified in Table IX. 


TaBLe IX 





Sulphanilamide Sulphapyridine 

















(54 cases) (75 cases) 
Pe a rn 4 (7.4%) | 9 (12%) 
Potentially cured - ate eis 2 GT) 1c3%) 
Presumed cured. . - ot sey 7 (13%) | 1617.3) 
Be ee at ta | 13 (24%) | 23 (30.6%) 





As in the case of male defaulters, some of these patients 
returned to the clinic later, giving a history of recent 
coitus, often with a superadded infection such as syphilis, 
and they must be regarded as serious enemies of the 
public. 

It is admittedly difficult to ascertain when a woman 
is cured of gonorrhoea, and there have been many diffi- 
culties in solving such problems in this series, particularly 
when a husband and wife attend the clinic simultaneously, 
or when they are habitually drunk or sexually promis- 
cuous, or when marital relations continue during the 
period of observation and tests of cure. We had one such 
couple, and it is quite impossible to assess whether the 
frequent return of gonococci in one or both parties was 
due to failure of treatment, unreliability of tests of cure, 
or just a fresh reinfection. The possibility of the latter 
was readily admitted by both parties. 

Complications of gonorrhoea arising during treatment 
in women were few, and are shown in Table X. 








TABLE X 
| phe a | Salpingitis | Totals 
. » | 
Sulphanilamide el 54 | 0 | 2 | 2 (3.7%) 
Sulphapyridine 75 | 2 3 5 (6.6%) 
L 
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As with the male patients, we have not included in 
Table X any complications present at the first exam- 
ination of the patient before sulphonamide treatment was 
given. In every case the complications developed after 
administration of the drug had ceased. The majority of 
the complicated cases responded rapidly to treatment: in 
some the final verdict cannot yet be pronounced, but none 
of them required major operative treatment. The series 
is too small to allow of definite conclusions, except that 
the total incidence of complications is not high. 

Relapse occurred in one patient treated by sulphanil- 
amide and one treated by sulphapyridine. In the former 
it was difficult to exclude reinfection. Both responded 
favourably to additional treatment, and appear to have 
remained well. 

Drug resistance occurred in ten cases treated with 
sulphanilamide (18.5 per cent.) and in four cases treated 
with sulphapyridine (5.3 per cent.). No reason for such 
drug resistance was found. Some patients were given 
several courses of the drug with no benefit, but they all 
responded slowly to local antiseptic treatment. Here 
again default becomes a serious matter, as the patient may 
readily be discouraged and content herself with douches, 
etc., at home. 

Return Cases——There were seven patients who had 
been discharged or had defaulted after sulphonamide 
treatment and later came back to the clinic. 


Of these seven cases six gave a history of coitus since 
leaving the clinic: two suffered from gonorrhoea, one from 
syphilis, one from gonorrhoea and syphilis, and three from 
trichomonas vaginitis. One of the above patients has been 
referred to previously, and it is difficult to assess whether her 
case represents a genuine failure of our tests to detect latent 
infection or whether there was a reinfection from her husband 
or some other source. The one patient who had not had 
coitus suffered from a recurrence of vaginitis due to Tricho- 
monas vaginalis infestation ; she did not suffer from a recur- 
rence of gonococcal infection, and numerous tests proved 
negative. 


We accordingly find in this series no reason to believe 
that tests of cure efficiently conducted during an adequate 
period of observation (not less than three months) are 
likely to fail. We do not find that many cases previously 
regarded as cured by the aid of sulphonamides are merely 
latent and subsequently relapse. We maintain that those 
which have been “cured” are permanently cured. If any 
substantial proportion were latent gonococcus carriers the 
fact would have become obvious. long ago in our venereal 
diseases organization, where the male and female clinics 
work side by side, under the same control, and are closely 
co-ordinated. 


General Notes 


The preceding pages record some observations on a 
large clinical experiment. So far as was expedient we 
tried to observe and test the effects of sulphonamides 
alone, unaided by antiseptic treatment, irrigations, etc. 
We do not advocate the treatment described as the best— 
indeed, by observation of this series we have learned the 
limitations of sulphonamide therapy. The ‘problem of 
default is the major one, and improvement in this respect 
may be achieved by securing more lasting co-operation of 
the patient through explanation of the difference between 
apparent and proved cure. An additional period of active 
treatment by irrigations, etc., may secure longer observa- 
tion and more tests of cure, and so reduce the number of 
“contagious defaulters.” We now consider that treat- 
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ment with sulphapyridine should follow the lines indicated 
below: 





Ist-4th day 4gm. daily 16 gm. 
Sth-8th day 3 gm. = 12 gm. 
9th-14th day Lon: » 12 gm. 

Total 40 gm. 


Irrigation and local antiseptic treatment should not be 
employed during the first week, but may profitably be used 
thereafter if clinical signs of incomplete healing are 
present. Tests of cure must be more stringent in sulphon. 
amide-treated cases. A minimum period of observation 
is three months after the last positive bacteriological test 
or clinical sign of disease. 


Conclusions 


Sulphanilamide and sulphapyridine are both potent 
drugs in assisting or securing cure of gonorrhoea, and 
give approximately the same percentage cured. 

Sulphapyridine is much easier to use, with a lower 
incidence of drug resistance and complications of 
gonorrhoea. 

Toxic effects were almost invariable and often severe 
when sulphanilamide is used, but less severe in the sulpha- 
pyridine series, and not dangerous with either drug. 

There is a high rate of defaulters with both drugs, 
Every effort should be made to minimize this tendency. 

The tests of cure employed appear to be very reliable, 
and cases returning to the clinic after default or cure are 
almost all cases of re-exposure (? reinfection) or do not 
sufier from venereal disease. The late recurrence of gonor- 
rhoea after satisfying tests of cure was noted definitely in 
only one male patient of this series. 

Drug resistance appears to be a personal idiosyncrasy, 
the nature of which has not been studied in this paper. 
Drug resistance is readily acquired if subcurative doses of 
any sulphonamide are given. Such acquired drug resist- 
ance is not permanent. 

The treatment described has been conducted as a large- 
scale clinical investigation on the value of the sulphon- 
amides in gonorrhoea. Experience and the _ results 
presented have suggested some modifications of the scheme 
originally used. 

Sulphonamides are powerful anti-gonorrhoeal agents, 
though not an easy panacea. They must be skilfully used 
and accurately controlled, and should only be employed 
where the results of treatment can be accurately ascer- 
tained. 

Summary 


810 male cases and 129 female cases of gonorrhoea have 
been studied. 

The results have been assessed six months or longer after 
completion of treatment. 

Strict tests of cure have been employed. All patients who 
have not completed all the tests of cure are ‘* defaulters,” 

Search for “return cases” has been conducted up to date. 

The incidence of complications of gonorrhoea arising during 
treatment is noted. 

Drug resistance—its incidence, and its relation to cure—is 
discussed. 


a a — ~ a ie a 





Cases of small-pox reported in 1939 in the United States 
numbered 14,939. or about twice the median for 1933-7. There 
has been a steady -increase of the disease since 1910. when 
about 5,000 cases were reported. 
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LATE RELAPSE FOLLOWING TREATMENT 
OF GONORRHOEA WITH 
SULPHAPYRIDINE 


BY 


SYDNEY M. LAIRD, B.Sc., M.D., F.R.F.P.S., D.P.H. 


Captain, R.A.M.C.; formerly Venereal Diseases Officer, 
City of Stoke-on-Trent 





The consensus of opinion, among British venereologists at 
Jeast, is that sulphapyridine is the most potent drug at 
present available for .the treatment of gonococcal infec- 
tions. Certain problems - connected with this chemo- 
therapy, however, still await solution, and one of the most 
important concerns the assessment of permanent cure by 
appropriate tests and a period of clinical observation. The 
need for thoroughness and completeness in such tests and 
for an adequate period of clinical observation in cases 
treated in general as well as in clinic practice is conceded by 
all venereologists, and has been emphasized in particular by 
Forgan (1939) and myself (Laird, 1939). Always impor- 
tant, these precautions have become more than ever 
necessary following the use of the sulphanilamide drugs 
in cases of gonorrhoea, as the rapid abatement of symp- 
toms might otherwise favour the dissemination of the 
disease by symptomless carriers of the gonococcus. This 
danger was recognized soon after the introduction of 
chemotherapy, and further experience of the sulphanil- 
amide drugs confirmed the early suspicion that relapse 
may occur as in pre-chemotherapy days. 

The difficulty in determining whether the recurrence 
of symptoms or signs is due to reinfection or to true 
relapse has always been considerable, but chemotherapy 
has now been in use long enough for a study of the 
position with regard to relapse. Relapse may be early or 
late, and from the epidemiological standpoint the latter 
is of greater significance. Early relapse occurs soon after 
the completion of a course of sulphonamide, and indicates 
that a further course should be prescribed. Late relapse 
takes place after treatment and the initial tests of cure, 
and may occur from several weeks to several months after 
chemotherapy has been completed. 


Present Investigation 


The material used in this study comprises 162 cases of 
urethritis in the male treated with sulphapyridine between 
September, 1938, and June, 1939. Complete continuity 
of observation and consistency in case-recording may be 
claimed for this series as all the patients were under my 
sole care. Gonococci were demonstrated in the majority 
of these cases and in all patients in whom relapse occurred, 
but, unfortunately, facilities for cultural studies were not 
available. The follow-up in this series was as long as 
possible, but twenty-five patients attended for less than 
twenty-eight days, with a mean of 18.5 days from the start 
of chemotherapy. The period of observation of the 
remaining 137 cases averaged 135 days, giving a mean of 
118 days for the whole series. The maximum period in 
any case was 318 days, and it is reasonable to assume that 
during the observation period maintained in this series a 
large proportion of late relapses would be detected. 
Furthermore, any case of relapse reporting at the only 
other clinic in the neighbourhood would be referred back 
to me. 

Twenty-five cases of this series reported with a recur- 
rence of symptoms or signs after clinical cure had been 


achieved. The criteria of clinical cure were absence of 


urethral discharge when examined at least two hours atter 
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the last urination, urine clear in both first and second 
glasses and free from shreds and debris, and the absence 
of symptoms. The evidence in thirteen of these cases 
indicated that reinfection had occurred, and thus the 
incidence of relapse was twelve out of 162 cases, a rate 
of 7.4 per cent. Six cases of late relapse were noted, 
giving a late relapse rate of 3.7 per cent. Table I presents 


TasLe 1.—Showing the Clinical Classification of Cases at the 
Outset and Type of Case in which Relapse Occurred 














Clinical Total Early Late All 
Classification Cases Relapse Relapse Relapses 
Acute anterior ureth- 
ritis of less than one 
month ; .« | E26-Q1007,) 5 (4%) +47) 8 (6.4%) 
Acute posterior ureth- 
ritis of less than one 
month : — 12 (100%) 1 (8.3%) 0 1 (8.3%) 
Urethritis for more 
than one month 24 (100°) | 0 3 ¢12.8°4) 3 G23) 
All cases . | 162 (100%) | 6 (3.7%) 6 (3.7%) | 12 (7.4%) 
| | \ 














the material classified according to the clinical condition 
at the outset of sulphapyridine treatment and indicates the 
type of case in which late relapse occurred. Table Ii 











TaBLe Il.—Showing Date at which Early and Late Relapse 
and Reinfection Occurred 

Time in Days Early Relapse | Late Relapse Reinfection 

Ito 30 a eee * om a ae a a 2 ; 
31 to 60 0 J 0 
61 to 90 0 1 ” 
91 to 120 0 0 z 
121 to 150 0 0 3 
151 to 180 0 0 1 
I8ito210. .. ss ais 0 0 y 
OS an 0 0 i 
Totals .. ae $i 6 6 13 














shows the time at which early relapses, late relapses, and 
reinfections occurred during the follow-up, all figures being 
calculated from the start of chemotherapy. The salient 
features of each of the six cases of late relapse are sum- 
marized in Table III, to which explanatory notes are 
appended. 

Discussion 


The recurrence of signs or symptoms during the follow- 
up of a case of gonorrhoea in which apparent cure has 
been achieved signifies either relapse or reinfection. The 
differentiation between these two entities defies dogmatism, 
but a sound opinion can often be advanced after an 
assessment of the history and clinical and laboratory 
findings. The venereologist in close touch with his patient 
may often be in a position to weigh up the latter’s state- 
ments and distinguish between fact and fiction, while the 
clinical findings, although sometimes difficult to interpret 
correctly, are easily determined. In some cases of early 
relapse in which gonococci have been demonstrated in 
the urethral smear it has been found that these organisms 
differ in their grouping and degree of staining from the 
gonococci in a fresh infection, the appearances being 
suggestive of impaired vitality or effeteness. This impres- 
sion has not been obtained in cases considered to be 
suffering from late relapse. Pelouze (1939) and Jones 


(1938) have also described these morphological and 
tinctorial changes in gonococci following inadequate 
chemotherapy. The natural history of late relapse as 


described by Cokkinis and McElligott (1939) bears some 
resemblance to she findings I have obtained in cases of 
early relapse attending the clinic after tentative attempts 
at chemotherapy with inadequate dosage, and definite 
instances of self-treatment with sulphapyridine have been 
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TABLE HiIl—Showing the Salient Features of Six Cases of Late Relapse 

















| | 

Case 1 | Case 2 | Case 3 Case 4 Case 5 Case 6 
Previous Gc. infection ride 3 Nil Nil Nil Nil Nil 
Previous treatment } Nil Sulphonamide | Irrig. (a) and sulphon.) Irrig. (a) and sulphon. Nil Nil 
Duration of symptoms 3 days 124 days 98 days 62 days 3 days 2 days 
Clinical diagnosis an A.A.U. Acute tysonitis S.P.U. C0. A.A.U. V.A.A.U 
Gonococci - 6 i. Present Present Present Present Present Present 
Dosage of sulphapyridine (b) | 18 gm. 18 and 18 gm. 12 gm. 9 gm. 9 gm. 30 gm. 
Local treatment a Nil Nil Irrig. (a) Irrig. (a) Irrig. Irrig. from 2nd day 
Time of clinical cure (c) <a 11 days 6 days Not known 2 days Not known 4 days 
Time of relapse (d) in days .. 85 49 85 41 49 36 
Exient of relapse ie) (f) (g) A.A.U. Ge. + A.A.U. Ge (e) 
Compli ctions found .. Chr. pro. and ves. Nil Chr. pro. Nil Nil Chr. pro. and littritis 
Ultimate result. . 3 Defaulted Cured by Jocal Defaulted Cured by more Cured by more Cured by local 

| treatment | sulphapyr. sulphapyr. treatment 




















(a}—Posterior irrigation with 1 : 8,000 mercury oxycyanide at 10S” F. 

(b)—The su!lphapyridine dosage consisted of 3 grammes daily, given in 
divided dosage (2, 1, 2 tablets). In the earlier stage of this investigation 
the course lasted six days, while at a later stage the standard course adopted 
was of ten days’ duration, the total dosage per course being 18 grammes and 
30 grammes respectively. Cases in which the total dosage was less than 18 
grammes defaulted before receiving the full standard course. 

(c)—The time required for clinical cure represents the time in days which 
elapsed between beginning sulphapyridine and the establishment of clinical 
cure as defined in the texi. 

(d)—Time of relapse is calculated from start of sulphapyridine treatment. 


met with among such cases. The latter type of patient fre- 
quently fails to respond to further chemotherapy, and it 
may be significant that Cokkinis and McElligott found 
certain of their cases of late relapse similarly unresponsive. 
In the light of present knowledge, therefore, the differen- 
tiation between relapse and reinfection must often remain 
a difficult diagnostic problem, demanding the careful con- 
sideration of all the available evidence. A _ study of 
probabilities, however, suggests the general principle that 
the longer recurrence of symptoms is delayed the greater 
is the likelihood that reinfection, rather than relapse, is 
responsible. This, as indicated in Table II, has been my 
own experience in the present series of cases treated with 
sulphapyridine. 

The incidence of relapse in this series of 162 cases of 
male urethritis treated with sulphapyridine is 7.4 per cent., 
the late relapse rate being 3.7 per cent. (Table 1). Belcher 
(1939), in a series of 150 cases of gonorrhoea treated with 
sulphapyridine, reports a relapse rate of approximately 6 per 
cent. Although he does not distinguish between early and 
Jate relapse, it is stated that all recurrences developed four 
to six weeks after return to duty, and in 74 per cent. of 
the series this took place within twenty-eight days of the 
beginning of treatment. It appears, therefore, that the 
6 per cent. represent late relapses. It is interesting to note 
that as this series of cases was treated under Service con- 
ditions there were no defaulters, and measures were 
adopted to ensure that any case which appeared elsewhere 
with a recurrence of symptoms within a period of six 
months was reported to him. Cokkinis and McElligott, in 
their series of cases treated with sulphapyridine, have 
recorded a late relapse rate of 18.5 per cent., with a total 
relapse rate of 27.1 per cent. That these latter figures 
do not reflect the experience of other clinics has been 
indicated by Assinder and Knight (1939), Erskine (1940), 
Stuart (1939), and Purcell (1940). In an analysis of 205 
male cases of gonorrhoea treated with sulphapyridine 
Prebble (i940) reports that failure or relapse occurred in 
only 9.7 per cent., while Lick and Rowntree (1939) had 
11 per cent. of recurrences in a series of 175 cases of 
acute gonococcal urethritis treated with sulphapyridine. 
Wilkie (1939) found 9 per cent. relapses in 100 cases of 
acute gonococcal urethritis in which treatment with uleron 
was begun, on an average, 17.9 days after the appearance 
of urethral discharge. The corresponding figure reported 
by Cokkinis and McElligott for their series of 100 cases 
treated with uleron is 18 per cent., and it would appear, 
therefore, that the incidence of Jate relapse which they 


———.. 


(e)—Scanty mucoid urethral discharge ; pus cells only. 

(f)}—Acute tysonitis, gonococci present. No urethritis. 

(zg )—-Acute epididymitis ; no Ge. found, 

A.A.U.—Acute anterior urethritis for less than one month. 
V.A.A.U.—Very acute anterior urethritis for less than one month. 
$.P.U.—Subacute posterior urethritis for less than one month. 
C.U.—Urethritis for more than one month. 

Chr. pro. and ves.—Chronic prostatitis and vesiculitis. 
Sulphon.—Sulphonamide preparation other than sulphapyridine,. 
Sulphapyr.—Sul!phapyridine. 


have experienced in using both uleron and sulphapyridine 
is in excess of that met with by other venereologists. 

The clinical findings in late relapse are variable. Acute 
urethritis with gonococci demonstrable in the urethral pus 
may occur in these cases, while in others only a scanty 
discharge containing pus and epithelial cells, accompanied 
by a clear urine, is found. In some cases relapse may 
take the form of some well-recognized acute complication 
of urethritis. In the cases reported herewith late relapse 
was heralded by acute urethritis in two cases (Nos. 4 
and 5), and by an acute complication in two cases (Nos. 
2 and 3); while the remaining two patients (Nos. | and 6) 
had only a scanty urethral discharge (Table III). 

It is important to discover the factors which contribute 
to late relapse, and in this connexion a study of the find- 
ings presented in Table II] may be of interest. It will be 
noted that in Cases 1, 2, 3, and 6 the presence of a closed 
focus of infection was discovered previous or subsequent 
to the occurrence of relapse, and ultimate cure was 
achieved only after this closed focus had been successfully 
eradicated by local measures. In Cases 4 and 5 clinical 
cure followed the administration of only 9 grammes of 
sulphapyridine ; the subsequent relapse, which took the 
form of acute urethritis, was successfully cured by further 
chemotherapy with an adequate dosage of sulphapyridine. 
These latter two cases might well be included in the 
category of early relapse, but in view of the date at which 
clinical manifestations reappeared they have actually been 
classed as examples of late relapse. In my experience 
late relapse in cases adequately treated with sulphapyridine 
should always arouse the suspicion that a closed focus of 
infection is present, and the search for such a focus is 
always urgently necessary in these cases. These pockets 
of infection may occur in the glands of Tyson, Littré, 
and Cowper, and in the posterior urethra, prostate, and 
seminal vesicles, and may have arisen as a result of the 
late institution of chemotherapy, the extreme virulence of 
the infection, the indiscretion of the patient during treat- 
ment, or the incomplete cure of a previous urethritis. 
Furthermore, I believe that further chemotherapy is of 
little value without the concomitant treatment of the closed 
focus by such local measures as massage, dilatation of the 
urethra, and diathermy, which are designed to promote 
drainage and increase the local blood supply. 

The prophylaxis of late relapse includes adequate early 
sulphapyridine therapy combined with urethral irrigation. 
The importance of proper lavage in the prevention of 
chronic littritis has been emphasized elsewhere (Laird, 
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1938), and the early chemotherapy with sulphapyridine 
reduces the possibility of involvement of the posterior 
urethra and its related structures. In addition, it is still 
important to enlist the co-operation of the patient in avoid- 
ing any form of sexual excitement and in carrying out the 
detailed instructions with regard to the taking of the 
tablets. These measures, combined with thorough tests of 
cure and a detailed clinical and bacteriological examina- 
tion of the urethra and the associated structures following 
upon clinical cure, can do much to reduce the incidence 
of late relapse. 





Conclusions and Summary 


The differentiation between late relapse and reinfection 
may on occasion present real difficulty. It is evident, 
however, from a careful analysis of a personal series of 
cases of urethritis treated with sulphapyridine, that late 
relapse may occur in a proportion of such cases. The 
incidence found in the present series was 3.7 per cent., 
and it seems that the unusually high rate of late relapse 
reported by Cokkinis and McElligott has not been the 
experience of other venereologists. 

While the clinical picture may vary widely in this con- 
dition the cause of the recurrence of signs and symptoms 
is often to be found in a closed focus of infection situated 
in the various glandular structures which normally com- 
municate with the urethra. 

The prophylaxis of late relapse is described: the suc- 
cessful treatment of the condition is usually dependent on 
the discovery and eradication of such closed foci by local 
measures. 

The wider appreciation of these conclusions is re- 
guired for a deeper understanding of the epidemiological 
problem presented by late relapse in gonorrhoea. 
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The annual medical report of the King Edward VII Sana- 
torium, Midhurst, now in its thirty-third year, is full as usual 
of statistical tables. The number of patients discharged 
during the year, leaving out readmissions and a_ certain 
number who were in the sanatorium for less than nine weeks, 
was 174, and of these 55 per cent. were discharged with the 
disease arrested and just below 25 per cent. were discharged 
much improved. In the course of the last fourteen years artificial 
pneumothorax has been attempted in 280 cases, of which 
220 were successful. Attention is drawn to the apparently 
small number of pneumothoraces induced in the sanatorium 
(only nineteen during the year under review); the reason is 
that owing to the long waiting list many cases have their 
treatment started before admission. The after-history of 327 
patients who had had gold treatment in previous years shows 
that 229 are known to be alive. Only twenty-nine were treated 
with sanocrysin during the year under review, and of these 
fourteen ceased the treatment owing to various complications. 
The drug is considered dangerous enough to be stopped at 
the first appearance of complications, and if stopped for any 
reason it is never again administered to the same patient. In 
the surgical department 120 major operations were carried 
out, principally thoracoplasty and thoracoscopy and division 
of adhesions. 
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TREATMENT OF SPASMODIC TORTI- 
COLLIS BY PSYCHOTHERAPY 


BY 


W. H. WHILES, M.R.C.S., L.R.C.P., D.P.M. 
Tower House Out-patient Clinic, City Mental Hospital, 
Leicester 
The following series of cases seems to be worthy of 
record because the recent literature contains few instances 

of treatment of spasmodic torticollis by psychotherapy. 

Since Brissaud first urged the importance of mental 
infantilism in the ticeur most authorities have considered 
that some cases of spasmodic torticollis have a neurotic 
or psychopathic factor. This is particularly stressed by 
Finney and Hughson (1925), Brain (1928), and Frazier 
(1930). Yaskin (1935) after an extensive survey of the 
literature concludes: “ There are but few cases in which 
an organic brain lesion is proven. These were associated 
principally with encephalitis or torsion spasm, and the 
torticollis merely formed part of the clinical picture. 
In some of these surgery is reported to have been of 
benefit. For the majority the organic origin of spasmodic 
torticollis is unproven. Nevertheless a number benefited 
by removal of septic foci and surgical interference. The 
rest probably have a psychogenic origin, and so every 
case should receive the benefit of modern psychotherapy 
before surgery is attempted.” Turning to the applica- 
tion of psychotherapy, Meige and Feindel (1907) refer to 
cases treated by re-education, gymnastics, and persuasion. 
The relative failure of such methods is understandable, 
as they do not reach the fundamental causes. In fact, 
physical exercises often seem to become bound up with 
the patient’s symptom, and to fix attention upon it still 
further. Schaller (1913) records two cases treated by 
psychotherapy with benefit. Clark (1912, 1914, 1917) 
describes five cases, four of which recovered ; the fifth 
had had spastic ataxia since childhood, but the torti- 
collis developed later as the result of psychological 
strain. Clark draws the conclusion that in spasmodic 
torticollis there is a mental infantilism, with persistence 
of a childish pattern of reaction, emotional instability, 
and frequently obsessive thinking. The underlying factor 
is held to be an abnormal infantile sexual attachment 
resulting in unconscious conflict, which may express itself 
in motor or psychic restlessness, or both. Three of Clark’s 
cases had had various forms of treatment without benefit 
betore psychotherapy was begun ; in one instance surgical 
division of the spinal accessory nerve had also been per- 
formed without benefit. Yaskin (1935) gives a detailed 
account of a case which showed faulty psychosexual 
development, with varying anxiety as the fundamental 
cause. Partial resolution of the underlying conflict 
brought recovery. 

“he cases here presented are confined to those tn which 
muscular spasm was of the spinal accessory distribution 
and in which there were no other neurological signs and 
no history of rheumatism. The spasm had assumed a 
compulsive character and had been of long duration. 
The case histories are much abbreviated. 


Case I 


A single woman aged 37 first attended the clinic on Novem- 
ber 11, 1937, complaining of twitching and turning of her 
head to the right. 

Clinical Examination.—The patient's face was turned to the 
right with her chin upwards. There was spasm of the left 
sterno-mastoid muscle, but no pain or spasm of other muscles. 
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She could steady her head by placing a hand upon her chin. 
Full examination showed no abnormality in other systems. 
The symptom had been present since 1932, and had come on 
suddenly while she was in good health. She had attended her 
panel doctor. Radiographs showed no abnormality. Dia- 
thermy, electrical treatment, and massage had produced no 
improvement. She had been off work since the onset except 
for a few periods of one or two weeks. 

Previous History—The patient was the youngest of eight 
children and had always been the darling of her parents, who 
spoiled and pampered her. Between 14 and 16 years of age 
she became afraid to go out into the street alone and had 
been excessively shy in company. Analysis showed this to 
be associated with pubertal sexual anxiety and fears of leaving 
the security of childhood for the uncertainty of adult life. 
Following this she became attached to her parents more than 
ever. and was regarded as delicate. In 1929 her mother had 
a stroke, with resulting left hemiplegia. In 1930 her father 
died from bronchitis and pericarditis. and within the vear her 
mother died. The patient continued to live with her sister 
and two brothers. They were unsympathetic to her and she 
felt alone. missing the affection of her parents. She had been 
courting with a boy friend for two years. and after her parents’ 
death he began to press her to get married. She feared all 
sexual advances and the responsibilities of married life. In 
1932 while at work she felt her head turn to the right: * Mv 
head seemed to turn away from my work.” She had heard 
people say that girls were likely to die from the same com- 
plaint as their mother. She feared that her symptom was a 
form of stroke which was progressive and would leave her 
paralysed. Now that she was ill her sister and brothers were 
more sympathetic and looked after her with tenderness. Her 
symptom also made marriage impossible. 


Results and Comments.—Superficial analysis associated 
with suggestion and relaxation secured complete relief 
from the symptom. She returned to work and became 
more mature in her outlook, more co-operative and 
independent. Her symptom symbolized her previous 
atlitude of turning away from sex, life, and responsibility. 


Case II 


A married woman aged 41 first attended the clinic on 
March 9, 1938. complaining of uncontrollable jerking and turn- 
ing of her head to the left. : 

Clinical Examination.—The patient's face was turned up- 
wards and to the left. There was a coarse tremor of the head 
and spasm ot the right sterno-mastoid muscle only. She could 
bring her head level by holding the chin. but a coarse lateral 
tremor remained: the head returned to its previous position 
immediately on release. There was a dull aching pain in the 
neck, shoulder. and arm on the right side. Full examination 
showed no abnormality in other systems. The symptom began 
suddenly four months previously while she was sitting at home 
knitting. She attended her own doctor immediately. Medicinal 
and electrical treatment were tried and gave no relief; x-ray 
examination showed no abnormality. 

Previous History.—The patient was the only girl. and the 
youngest of three children. She had always been her father’s 
favourite and was very much attached to him. There were'no 
previous illnesses or neurotic symptoms. Sixteen years ago 
she was married. and two years later had one child. Her 
sexual life was satisfactory. Two years after her marriage her 
mother died following a stroke. Seven vears ago her father 
became ill with heart disease. He lived alone in the next 
street, and she had to divide her time between nursing him 
and looking after her own home. She began to find this a 
burden: whichever house she was in she thought she ought 
to be at the other. feeling that she was neglecting her duty. 
She became increasingly irritable and unhappy. She resented 
having to jook after her father. but felt this to be a wicked 
thought. During this period she gave up all her friends and 
interests. One year ago her father died. She was very much 
upset at his death, and later. when she began to take up her 
former interests and make social contacts, she felt she could 
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not meet or mix with people: “I wanted to hide my face.o 
turn away from them.” Analysis showed marked guilt fo, 
her father’s death. She was afraid she had neglected him ; she 
thought that if she had been more considerate he might have 
lived and that she was therefore responsible for his death, 
These ideas were repressed, but she felt she could not look 
people in the face. Her head began to tremble when she cop. 
versed and she had to steady it with her hand. She became 
more and more self-conscious about this, until one day. while 
knitting, she began to think about her father and immediately 
felt her head turn to the left. With the onset of the symptom 
she experienced relief from her anxiety. 


Results and Comments.—Analysis associated — with 
suggestion and relaxation secured complete freedom from 
symptoms, and she was able to take up her former 
interests and make social contacts. Her symptom repre. 
sented her desire to turn away from people because of 
the repressed guilt for her father’s death. 


Case Ill 


A married woman aged 44 first attended the clinic on 
November 18. 1937, complaining of uncontrollable jerking of 
her head to the left. 

Clinical Examination.—There were gross spasmodic move- 
ments of the head to the left, with the face turned upwards 
and to the right. ‘Marked spasm of all the muscles of the left 
side of the neck, especially the left sterno-mastoid and 
trapezius, was observed. The jerking movements tended to 
make her stagger as she walked. All tendon reflexes were 
exaggerated, but no abnormality was found in the other systems, 
A radiograph of the neck was normal. The symptoms had 
begun gradually two years previously and had become pro- 
gressively worse. Electrical treatment had been given without 
improvement. 

Previous History—The patient was the youngest of fifteen 
children, of whom seven were still living. One brother had 
developed “nerve trouble” during the war: “ His face drops 
down on to his right shoulder and he cannot hold it up.” His 
symptoms caused him to be invalided out of the Army, and 
they had persisted. Another brother had a pronounced stutter. 
Her mother had had a very unhappy married life and-the early 
home environment was unstable. The patient married in 1913, 
and a year later her husband had enlisted. While in the Army 
he became neurotic and addicted to alcohol, and had done 
no work since. During and after the war the patient kept a 
public-house, but this was ruined by her husband and had to 
be given up five years ago. Since then they had been living 
on her husband’s pension and the charity of relations. Her 
sexual life had been unsatisfactory, as since the war her husband 
had had ejaculatio praecox. She therefore had had no children, 
although she had longed for them. The onset of her symptoms 
coincided with the menopause. Menstruation stopped suddenly 
and she was anxious because she had no floodings: “1 think 
it must all have gone to my head and neck.” Her symptoms 
served to throw more responsibility on her husband, who has 
had to do all the housework. Since the onset she had become 
much more intolerant of her husband and continually grumbled 
about him. 


Results and Comments.—Full analysis was impossible 
owing to irregular attendance and lack of co-operation. 
Relaxation and suggestion brought slight relief, but the 
symptoms were still present when the patient discharged 
herself. The psyehological background and the symbolic 
nature of her symptoms were nevertheless evident. 


Case IV 


A married woman aged 26 first attended the clinic on 
January 6, 1937, complaining of her head turning to the right. 

Clinical Examination.—The patient’s head was turned to the 
right. She could voluntarily turn it forwards when asked to 
do so. but was unable to keep it there unless she held it with 
ber hand. There was no pain and no spasm of any muscles 
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except the sterno-mastoid. No other physical abnormalities 
were present. 

The symptom came on gradually three years previously while 
she was engaged. She first felt she could not face people and 
must look away. This difficulty became gradually worse until 
her head was turned to the right all the time, making her still 
more sensitive about meeting people. She married, thinking 
this would help her to get better, but was unable to go away 
on her honeymoon, so she and her husband have continued to 
live with her parents. She had a baby, and again hoped this 
would help her. From the fourth month of pregnancy until 
the child was 3 months old she had considerable relief from 
symptoms, but later they returned worse than before. She 
Jooked after the child and helped in the home, but was too 
self-conscious to go out alone, and would only venture out 
a short distance accompanied by her mother. 

Previous History-—She was an only child and had been 
brought up very strictly ; no sexual instruction was given nor 
was the subject ever referred to. At the age of 4 she went 
into her mother’s bedroom and saw her mother standing naked. 
She was horrified at the sight of her mother’s pubic hair, 
thinking it was some terrible abnormality, and rushed from 
the room feeling that she had seen something she ought not 
to have seen. The incident was completely repressed, but from 
then on she became very particular to keep her body entirely 
covered. At the age of 12 to 13 she noticed her own pubic 
hair developing. She was afraid of this, but did not know 
why. She felt that she was different from other girls, but dared 
neither to ask anyone nor to try and find out if her fears were 
justified. She kept it all to herself as a “terrible secret.” but 
Jed a fairly normal life. Analysis showed a repressed fear that 
she had inherited a horrible abnormality from her mother. 
When she became engaged she was very anxious because she 
thought that when married her secret would be discovered. 
She became more conscious of a difference from other women 
and gradually began to feel she could not face other people. 
Her head seemed to be pulled to the right. and as the wryneck 
became more established her anxiety diminished. After 
marriage she was completely frigid and was terrified by inter- 
course: frequently an acute spasm of her neck would come on 
and prevent it. Her temporary improvement coincided with 
the period when coitus was impossible because of pregnancy. 

Results and Comments.—Analysis produced freedom 
from symptoms. She became able to go out alone, was 
free from embarrassment in company, and her sexual 
life became normal. Her symptom symbolized her atti- 
tude of turning away from her sexual role as a woman. 


Conclusions 


It is a most striking feature that, although the psycho- 
genic origin of spasmodic torticollis has so long been 
recognized, there was such an extended history of the 
condition in these cases before they were referred for 
psychotherapy. In three of them it had been present 
for from two to five years. Much inconvenience had 
been entailed and much valuable time wasted by previous 
methods of treatment, which in two cases had been pro- 
longed in spite of the patient showing no response. As 
long ago as 1907 Janet wrote in reference to hysteria: 
“Do not count the number of arms cut off, of muscles 
of the neck incised for cricks, of bones broken for mere 
cramps, of bellies cut open for phantom tumours, and 
especially of women made barren for pretended ovarian 
tumours.” It is regrettable that even now psychotherapy 
should have been considered for these patients only as a 
last resort, instead of being advised as soon as they came 
under medical observation. Belief in physical instead of 
psychotherapeutic lines of treatment for conditions in 
which the psychogenic origin is well recognized dies 
hard. 

In three of these cases there was a period of mild 
generalized anxiety, which came on first but subsided 


when the torticollis became established. The symbolic 
nature of the symptom seems to be significant. The 
patients each had some factor which they felt they could 
not face or from which they felt compelled to turn away. 
This bears out the importance Halliday (1937) gives to 
the symbolic significance of symptoms in his studies of 
the psychological factors in rheumatism. The more care- 
fully we study the cases the more we see that the 
symptom is not an isolated factor but the response of 
an inadequately adjusted personality to a period of par- 
ticular stress. Our task is to discover what real satis- 
faction lies behind the symptom. Our efforts to correct 
the condition must therefore be directed not to the torti- 
collis alone, nor simply to a disclosure of its genesis, 
but to a fundamental attempt to readjust the personality 
to life. 
Summary 


The literature of spasmodic torticollis is reviewed and the 
psychogenic factors are stressed. 

Four cases treated by psychotherapy are recorded ; three of 
these recovered. 

The importance of early psychological investigation is 
demonstrated. 


1 wish to thank Dr. T. Wishart Davidson, medical superin- 
tendent of the City Mental Hospital, Leicester, for permission 
to publish the cases. 
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MULTIPLE EMBOLI TREATED 
SURGICALLY 


BY 


J. A. MacFARLANE, F.R.C.S.Ed. 
Lieut.-Colonel, R.C.A.M.C. 
(From the Department of Surgery, University of Toronto) 


The following case is reported because it is felt that some 
of the principles illustrated in the treatment may well be 
applicable to the surgery of the vascular system in war. 


The patient, a young unmarried woman of 27, was admitted 
to the surgical wards of the Toronto General Hospital on 
April 12, 1939. Her physician had seen her a few hours before 
and thought that she was suffering from acute appendicitis. 
She had wakened the previous evening with abdominal pains 
and vomiting. The pain seemed to be localized in the right 
lower quadrant. When she was seen on admission she was 
somewhat cyanosed and her heart was fibrillating at 170. It 
was then learned that she had had chorea at the age of 12 
and that her doctor had been giving her digitalis at intervals 
for three years. It was obvious that she had mitral stenosis, 
and that this was the cause of the fibrillation. When her 
abdomen was examined she was found to have definite tender- 
ness in the right iliac fossa, but no rigidity. The rectal examina- 
tion was negative: there was no blood. The leucocyte count 
was 18,500. Her urinary examination was negative and her 
temperature 99.6. It was felt that she might have a small 
mesenteric occlusion from an embolus, so she was watched 
carefully. Her pain and nausea subsided in twenty-four hours 
and she felt much better. Digitalis therapy was initiated. 

On April 17, five days later, when the weekly ward round 
was in progress, the nurse called attention to this patient, who 
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a few minutes before had complained of a numb feeling in 
the left leg, accompanied by fairly sharp pain. In a very 
short time there was loss of sensation to the knee, pallor, and 
loss of position sense. Pulsation could not be elicited at any 
point below the termination of the common femoral artery. 


This whole picture did not develop immediately. Only after 
several careful examinations was it definitely decided to 
operate on the femoral artery in Scarpa’s triangle. The pro- 


cedure was carried out under spinal anaesthesia. An embolus 
was found riding on the bifurcation of the common femoral 
and the profunda femoris. A solution of heparin was used to 
flush out the artery at the operation site both before and after 
the closure. There was marked spasm of the artery below 
the line of suture, but on removing the tapes it could be seen 
to pulsate below the bifurcation. The colour of the foot 
improved immediately. Sensation was normal by the time 
the patient had recovered from the anaesthetic. A continuous 
intravenous solution of heparin, in normal saline, was given 
under the supervision of Dr. Ross MacKenzie and a careful 
check was kept on the clotting time. The heparin was dis- 
continued on April 25. 


In the morning of April 26 she began to have numbness in 
her right foot and had difficulty in moving it. It gradually 
became cold and cyanosed. No pulsation could be felt in 
the right femoral artery or any vessel below it. She was again 
subjected to operation under spinal anaesthesia, with a 
diagnosis of common iliac occlusion. The exposure was 
through the right rectus behind the peritoneum of the iliac 


fossa. Again a large embolus was removed and heparin was 
used locally and intravenously. Again colour and sensation 
returned. 


On May 3 she was feeling quite well and the heparin was 
discontinued. On May 4 she had sudden lower-abdomen pain, 
with some cramps and pain in the region of her sacrum and 
finally pain down both thighs. She showed some shock. Both 
legs became cold and cyanosed and her pain increased. Her 
general condition appeared more grave than on the previous 
occasions. No pulsation could be felt below the bifurcation 
of the aorta. It was with considerable misgiving and a feeling 
of discouragement that further operative treatment was con- 
templated. Again under spinal anaesthesia the abdominal 
aorta was exposed at its bifurcation as well as the common 
iliac vessels on both sides. This was done through the old 
right rectus incision prolonged upwards. The site of the 
previous exposure of the common iliac bifurcation was ex- 
amined and the incision in the external iliac artery was well 
healed. A large embolus was found at the bifurcation of the 
aorta. It is not easy to prevent part of such an embolus from 
slipping one way or the other. The major portion of the clot 
was removed through an incision in the right common iliac 
artery. 

After this operation colour and sensation immediately 
returned on the right side but were slow in returning to the 
left side. Heparin was instituted again. On May 7, 
days later, she developed all the signs of another embolus in 
the right femoral artery! One began to wonder whether the 
whole thing was futile ; but after further serious consideration, 
and with the advice of Dr. Gallie and Dr. Gordon Murray, 
the artery was again exposed—this time the right femoral 
bifurcation—and once again a good-sized clot was removed. 
On this occasion it was felt that a small piece had got away 
into the femoral artery, 


Following this procedure the patient regained colour and 
sensation in her leg but had pain and weakness in the posterior 
and lateral groups of leg muscles. I believe this indicated 
an embolus in the posterior tibial artery. The leg was put in 
plaster, and the posterior group of muscles regained their power 
within three weeks. The peronei remained weak. Heparin 
was discontinued on May 28 and she was allowed up. On 
June 6 she complained of sudden headache and nausea. On 
examination she had a right facial weakness, paralysis of the 
right side of her tongue, and a cold blue left arm. Fortunately 
all these symptoms began to improve within four hours. By 
the following day there were no cerebral symptoms and the 
arm was again warm. Sensation had returned and she could 
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move it, although there was no return of the radial pulse. 
She was allowed up again the following day, and within a week 
was discharged to a convalescent home. Here she rapidly 
regained her strength and was finally sent home on June 2% 
She was advised to continue with the digitalis therapy, which 
had been maintained throughout her stay in hospital. 

Seen three months ago she looked and felt well. She was 
still fibrillating, but had no failure and has had no further 
vascular accidents. 

Comment 


This case serves to illustrate the tremendous advap. 
tages of heparin in blood-vessel surgery. Dr. Gordop 
Murray, who delivered the Hunterian Lecture on this sub. 
ject last June, saw the patient at the time of the second 
accident and assisted with two of the operations. Dr, 
Ross MacKenzie, who has been associated with Dr. Murray 
in this work, supervised the administration of heparin 
during and following each operation. Before the use of 
heparin embolectomy was so frequently followed by throm- 
bosis that it came to be regarded as a procedure of 
questionable value. “Now one can carry out surgical pro- 
cedures on arteries with the assurance that thrombosis will 
not occur and that normal healing of the artery will take 
place. 








CYANOSIS AND ANOXAEMIA IN GAS- 
AND-OXYGEN ANAESTHESIA 


BY 
R. L. WYNNE, M.B., M.R.C.S., D.A. 


Anaesthetist, Birkenhead General Hospital 


The justifiable objection to cyanosis occurring in the 
course of anaesthesia by ether and the other lipoid-soluble 
agents has in the past tended to lead to an unjustifiable 
assumption that there is something about mere blueness 
in a patient which is wrong, irrespective of its cause ; and, 
since with most gas-and-oxygen anaesthetics cyanosis is an 
almost invariable concomitant of good anaesthesia in the 
robust patient, the assumption has in turn led to inefficient 
anaesthesia and backwardness in the use of a valuable 
agent, and discouragement of its use by those not per- 
fectly familiar with the distinction between the different 


causes of cyanosis and between cyanosis itself and 
anoxaemia. 
Cyanosis occurring almost “ physiologically ” is seen in 


the congenital heart patient. Here one may be presented 
with the picture of a person who spends his whole life 
fairly comfortably carrying out a reduced scale of exertion 
with a permanenily blue complexion, but whose physio- 
logical make-up has become so modified that in his own 
metabolic range he is no more anoxaemic than his per- 
fectly pink relatives with normal hearts. 


Cyanosis begins in any person when his circulating 
blood contains, not any definite ratio of reduced to oxy- 
genated haemoglobin, but more than a fixed amount of 
5 grammes per cent., whatever his total haemoglobin 
resources may be. Thus, in the congenital cardiac, we 
may be sure from his blueness that his blood contains 
considerably more than 5 grammes per cent. of reduced 
and useless haemoglobin, but we may also be sure from 
his absence of distress in his permitted range of exertion 
that besides the 5 grammes per cent. of useless haemo- 
globin there is side by side with it a sufficient number of 
grammes per cent. of active haemoglobin to carry all the 
oxygen he is accustomed to require. In other words, he 
is cyanosed but not anoxaemic. 
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Any anaesthesia should, of course, be so conducted as 
to avoid anoxaemia, but pure gas-and-oxygen anaesthesia 
cannot usually be conducted in the robust patient without 
some degree of cyanosis, and if this latter does not involve 
anoxaemia it cannot justifiably be objected to, since 
reduced haemoglobin, its cause, is a substance not in itself 
harmful. 


A Chart That May Help 


In order to make visual the interconnexion between 
haemoglobin reduction, cyanosis, and anoxaemia as 
occurring in gas-and-oxygen anaesthesia the accompanying 
chart has been evolved, and it is hoped it may help to 
































Graphic chart of cyanosis and anoxaemia with gas and oxygen. 


clarify the essential considerations. It is based on the 
following facts: 


1. A given mixture of gas and oxygen will in any patient 
produce the same proportional reduction of circulating haemo- 
globin, depending on the dissociation curve of the latter 
and the partial pressure of oxygen reaching the alveolar field. 

2. Cyanosis, or blueness, occurs when reduced haemoglobin 
exceeds the fixed amount of 5 grammes per cent. of circula- 
ting blood. 

3. Anoxaemia occurs if the active haemoglobin is insuf- 
ficient to carry enough oxygen to satisfy the metabolic needs 
of the anaesthetized organism. 

4. Different persons have varying quantities of haemoglobin 
per cent. at their disposal in their circulating blood. 

5. Similar triangles are proportional in every respect. 


In the chart four columns, A, B, C, P, are arranged so 
that their summits may be connected by a straight line, 
and they indicate the total quantities per cent. of haemo- 
globin contained in the blood of four different patients. 
A is a normal patient having 15 grammes per cent. ; B 1s 
an anaemic of moderate degree with 10 grammes per 
cent.: C is an anaemic of gross degree with only 5 
grammes per cent.; P is a plethoric with 18 grammes per 
cent. It is assumed that the same fixed mixture of gas 
and oxygen is administered to all of them, and that in 
each a certain equal proportion of his total haemoglobin 
will thereby be maintained reduced. Since this is in every 
case proportional, it can be indicated by a straight “line 
of haemoglobin reduction” and the portion of each 
column above this line be shaded to show the reduction. 
Two other lines are now added to the chart—the “line 
of cyanosis,” which is parallel to the line connecting the 
summits of the columns but at a distance equivalent to 
5 grammes per cent. below; and the “line of anoxaemia,” 
which is represented as a wavy line vaguely rising towards 
the right of the chart, since oxygen needs vary from patient 
to patient, but are as a rule greater in the more robust. 
(These latter, however, usually have a correspondingly 
greater total volume of blood, and probably a more 





energetic circulation, of which no account is taken in this 
chart, since any errors so introduced do not favour the 
arguments here set forth.) 


Facts Adducible from the Chart 


The facts which may now be adduced from the chart 
are illuminating. In the first place it will be realized that 
no patient will be cyanotic unless in his individual case 
the line of haemoglobin reduction passes be/ow the line of 
cyanosis. This occurs on the chart in the cases of A and 
P. Also, no patient will be anoxaemic unless the line of 
haemoglobin reduciion passes below the line of anoxaemia 
for his individual case. This occurs on the chart only in 
the case of C; the lines cross in the case of B. 

The chart clearly shows that only in a patient with 
a particular amount of haemoglobin and a_ particular 
metabolic need such that the lines of cyanosis and anox- 
aemia cross (as happens just to the right of column B) will 
cyanosis be of any guide in assessing anoxaemia. For 
all other patients there is no connexion whatever between 
the two. Patients to the left of the cross will be an- 
oxaemic before cyanosis occurs, and patients to the right 
of it may be deeply cyanotic without any danger of 
anoxaemia. The patient C, even without anaesthesia, !s 
near the border of anoxaemia, but cannot ever become 
cyanosed, since he has not enough total haemoglobin. 
B is on the border of anoxaemia with the mixture given, 
but is still not yet cyanosed. A is just cyanosed, but well 
out of danger of anoxaemia. P, the plethoric, is verging 
on the blacker shades of cyanosis, and may present an 
alarming picture to the inexperienced, but it will be noted 
that he still disposes of more effective haemoglobin than 
the anaemic B does even without anaesthesia, and not- 
withstanding his higher metabolism (indicated by the rising 
line of anoxaemia) he is further removed than any of them 
from the danger of anoxaemia. 

A final paradoxical conclusion may be adduced from 
the same chart: if the same mixture of gas and oxygen is 
administered to a number of otherwise healthy subjects 
of different haemoglobin resources but of approximately 
equal metabolic need, and at least one of them is not 
anoxaemic, then the subject who is most cyanosed is the 
one /east in danger of anoxaemia. 


Conclusion 


Modern teaching in gas-and-oxygen anaesthesia empha- 
sizes that as a clinical sign cyanosis is apt to be mis- 
leading. Students and practising anaesthetists need rather 
to be familiar with the more delicate and ominous signs 
of anoxaemia, which are, however, plain enough to the 
tutored eye to make. gas-and-oxygen anaesthesia a safe 
and valuable agent without ether or other “ make-weights ” 
in the range of cases for which it is suited. 


BiBLiOGRAPHY 
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S. H. Tabor and B. Newman (Arch. Pediat., 1940, 57, 133) 
record twenty-nine cases of meningo-encephalitis complicating 
mumps. Twenty-four occurred in males and five in females. 
The majority of the cases were between 5 and 10 years of age. 
The commonest symptoms were frontal headache, nausea, 
vomiting, and nuchal rigidity. The complication might arise 
before, during, or following the parotid swelling. Uniform 
and rapid recovery took place in all, but a follow-up study of 
nine cases showed evidence of minor mental changes. 




































































ie WO EA 


Rrra 

















974 June 15, 1940 





EHLERS-DANLOS DISEASE: CASE REPORT 


THe Britisu 
MEDICAL JOURNAL 





A CASE OF EHLERS-DANLOS DISEASE 
BY 


J. ELLIOT MURRAY, M.D., Ch.B. 


Consulting Physician, Horton Emergency Hospital, Epsom 
AND 


M. E. TYARS, M.D., B.S. 


Assistant Medical Officer, Horton Emergency Hospital, Epsom 


Although during the last few years a number of cases 
showing the syndrome described by Ehlers in 1901 and 
Danlos in 1908 have been recorded, a further case which 
has come to our notice seems of sufficient interest to merit 
publication. 


The classical features of this disease are: (1) abnormal 
elasticity of the skin ; (2) friability of the skin and blood 
vessels, resulting in large subcutaneous haematomata and 
gaping wounds from trivial injuries ; (3) hyperextensibility 
of the joints ; (4) papyraceous scars, sometimes associated 
with pseudo-tumours; (5) tiny movable subcutaneous 
nodules, probably of a lipomatous nature ; (6) a familial 
incidence of one or more of the above features. 


Case Report 


A., a man aged 28, was admitted to an Army hospital 
following a trivial fall over a doorstep on December 31, 
1939. 
ing to his billet found difficulty in removing his trousers 
Owing to an enormous swelling around the left knee. There 
was also a gaping wound over the right tibia, with a haema- 
toma the size of an orange below it, together with swelling 
and discoloration around the right ankle. The swelling over 
the ankle did not pit on pressure. The wound over the right 
shin was sutured and the haematoma of the left knee incised, 
“about a pint of blood clot” being evacuated from it. 


On transfer to us twenty-one days later he still had a 
fluctuating swelling, measuring about three by four inches, 
below the left patella, and an indefinite mass on the anierior 
aspect of the right leg, above which was a wide discoloured 
scar, in shape a wide V, from a recent wound. The dis- 
coloration of the ankle had disappeared. His general appear- 
ance was that of a healthy well-built young man. His skin 
had a peculiar velvety look and feel, being finely “ rippled ” 
on close inspection: and over the thorax, arms, and face it 
showed a marked elasticity (Figs. | and 2). Elsewhere some 

















Fic. 1. 


Fic, 2. 


undue laxity was present, but not to the same degree. He 
was able to pull the skin over his sternum up to his mouth. 
In the subcutaneous tissues beneath the chin was one 
movable fatty nodule the size of a small pea, such as described 
by Parkes Weber and Aitken (1938). None of the pseudo- 
tumours (described by Ronchese (1936) as “ molluscoid, empty, 
and raisin-like”) was present in any of the numerous old 


He felt no immediate pain or disability, but on return- © 


ee 


scars, which, however, had the characteristic tissue-paper fee] 
and appearance. Where linear these scars were all unusually 
wide. Flexibility of the large joints was marked, though 
hyperextensibility of the thumbs or fingers, or both, to which 
this sign is not infrequently confined, was only slight. Né6 
other physical abnormalities were discovered on examination, 
Investigation of the blood showed no chemical or cytological 
abnormalities, though platelets were more numerous than 
usual; bleeding and clotting times were within normal limits, 
Radiographs of skull and long bones were also normal. No 
biopsy was performed. 

The patient’s history was that from early boyhood he had 
been unable to play games, as severe bruising or wounds 
were apt to result from trivial injury ; otherwise his health 
had been good and the bleeding time was not prolonged, 
There was no tuberculosis, consanguinity, or gross malnutri- 
tion as a possible aetiological factor. The family history 
was interesting, inasmuch as various members suffered from 
the same disease. the females being affected as well as the 
males, as the accompanying family tree shows. In this the 


| DIED | 





AGEDS (AN ONLY CHILD? 
? 9 g LY CHIL 
| | a 
ee Lon 2 Cxciv78 nevwT-O Mg 
: DIED, AGED (A) 2 
25, )N MOTOR 
ACCIDENT | 
9 Q ‘on om) co 
Fic. 3. 


affected members of the family are shown in black. The ages 
of the children of the next generation range up to 12 years; 
all those members of the family showing the disease have 
done so from the age of 3 to 4 years or even earlier. 


The points of interest about this case appear to us to 
be as follows: 


1. That what has hitherto been regarded as a curiosity 
of medicine, and either a source of profit to the “ suf- 
ferers ~ (it seems probable that many of the elastic men 
and contortionists at side-shows may be affected with this 
disease) or a matter of slight inconvenience, will prove a 
grave disability if the patient is allowed on full active 
Service with the fighting Forces. Owing to the easily over- 
looked signs of the disease and the generally good health 
of the sufferer it may easily be missed, and so lead to 
dire results from what should be relatively small injuries. 

2. So far as we have been able to ascertain in the Eng- 
lish and American literature on the subject, no investiga- 
tions have been made into the familial incidence of the 
disease. It is possible that the collection of “ family 
trees ~ may throw light on its mode of transmission and 
probable appearance in particular members of the family 
group. 


Our thanks are due to Mr. J. R. G. Edwards for so kindly 
taking the photographs: 
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Dr. Charles Slater, consulting bacteriologist to St. George’s 
Hospital, who died on March 15, aged 83, bequeathed £10,000 
to St. George’s Hospital for the purpose of teaching bacterio- 
logy or for research work in that science, £5,000 to Manchester 
University for the equipment and maintenance of the labora- 
tories, and £4,000 to Cambridge University for teaching or 
research work in medical science. 
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Primary Streptococcal Peritonitis Treated 
Successfully with Sulphapyridine 


Since the indications for and the efficacy of the chemo- 
therapeutic agents are even yet in the clinical experimental 
stage, the following notes of a case of primary strepto- 
coccal peritonitis, successfully treated with M & B 693 
(sulphapyridine), may be of interest. 











CASE REPORT 

History.—The patient, a girl aged 11 years, was sent into 
hospital on February 5, 1940, as an “acute abdomen.” 
According to the mother she had been ailing for some weeks, 
and had complained of occasional pains in the lower and right 
side of the abdomen accompanied by nausea. The child had 
also lost her appetite and had comptained of headaches from 
time to time. Thirty-six hours previous to admission severe 
pain began across the lower.abdomen, followed by persistent 
and almost continuous retching and vomiting until admission, 
the pain continuing throughout. During the twelve hours 
before admission she had become light-headed and semi- 
delirious and the bowels had moved loosely several times. 

Condition on Admission—The child was obviously ex- 
tremely ill and toxic. The tongue was dry and furred; 
temperature 101.6°, pulse 160. The abdomen was much dis- 
tended, with generalized abdominal tenderness and resistance, 
both being maximal in the right iliac fossa and in the supra- 
pubic region. Nothing abnormal was elicited on rectal 
examination. 

Operation was performed as soon as possible after admis- 
sion. The abdomen was opened by a right lower paramedian 
incision. On opening the peritoneal cavity it was immediately 
seen that there was a virulent inflammation of both the 
visceral and the parietal peritoneum, the latter especially being 
acutely congested and oedematous. A moderate quantity of 
thin clear free fluid was removed by suction, and some of it 
taken for laboratory examination. There were also many 
patches of adherent lymph on the coils of distended ileum. 
The appendix was seen to be small and normal, its peritoneal 
covering merely sharing in the general peritonitis ; it was not 
removed. Thorough search for any other abdominal cause 
of the peritonitis proved fruitless. It was assumed to be a 
case of pneumococcal peritonitis, and after removal of most 
of the free fluid the peritoneum was closed without drainage. 
The abdominal wound was closed in layers in the usual 
manner, leaving a small rubber tissue drain between the 
rectus muscle and the anterior layer of its sheath. 

Post-operative Treatment.—During the first twenty-four 
hours rectal salines were administered. As soon as the patient 
recovered from the anaesthetic sulphapyridine therapy was 
commenced. Two 0.5 gramme tablets M & B 693 were given 
by mouth every four hours for twenty-four hours. There- 
after two 0.5 gramme tablets were given thrice daily for two 
days, followed by one tablet twice daily for a further three 
days. Thus sulphapyridine was given over a period of six 
days in a total dosage of 12 grammes. On the morning of 
the third day a milk-and-glycerin flatus enema was given with 
a good result. The bowels opened spontaneously on the 
Morning of the fourth day. The drain was removed from 
the wound at the end of forty-eight hours. 

Investigations —The fluid removed from the peritoneal 
cavity produced a pure streptococcal culture. A blood 
culture made some twelve hours after operation proved sterile. 
White blood count: twelve hours after operation, 22,500 per 
c.mm.; six days after operation, 44,000 per c.mm.; twenty 
days after operation, 17,000 per c.mm. Red blood count and 
haemoglobin percentage were estimated twenty-four hours 
after admission and on the sixth day. On both occasions the 
findings were within normal limits. 

Progress.—After twenty-four hours the patient’s condition 
had much improved, and although she was still extremely iil 


she was now quite rational. Temperature 100° and 
pulse 150. At the end of forty-eight hours the general 
improvement was even more marked. The temperature was 
now 97.4°, but the pulse rate, although lower, was till 120. 
During the following three weeks the temperature varied 
between normal and 100° and the pulse rate tended to remain 
rather high. By the twenty-eighth day, however, both had 
gradually fallen to normal, and thereafter remained so. The 
vomiting ceased shortly after operation, and within forty-eight 
hours the abdominal distension and the diarrhoea had cleared. 
During recovery the wound was surrounded for some days 
by a red flush, and at that time there was a slight serous 
discharge from the lower end. The patient was allowed up 
at the end of the fourth week, and was discharged, with the 
wound well healed, to a convalescent home on the fortieth 
day. Further follow-up shows that now (two and a half 
months after operation) she appears to be as well as before 
the illness. 
COMMENTARY 


Before the introduction of such therapeutic agents as 
M & B 693 the prognosis of this condition was extremely 
serious. A perusal of several series of cases of primary 
streptococcal peritonitis in children shows that until 
recently the mortality varied between 80 and 100 per cent., 
the better figures pertaining to the older age groups. 


When primary peritonitis is suspected and an abdominal 
cause of the peritonitis can be reasonably ruled out the 
diagnosis can be made more certain and the nature of the 
Organism determined by peritoneal puncture. This pro- 
cedure seems to have especially gained favour in 
America. In this case laparotomy was undertaken because 
appendicitis with perforation could not be excluded. 

It seems probable that if early and accurate diagnosis 
can be made from the clinical features, aided if necessary 
by peritoneal puncture, the mortality can be greatly 
reduced by the early and liberal administration of sulpha- 
pyridine (M & B 693). The clinical features which together 
seem to characterize primary streptococcal peritonitis were 
present in this case. The clinical picture shows extreme 
general toxicity, abdominal distension and pain, diarrhoea, 
and severe and persistent vomiting. 

The persistently high white blood cell count is interest- 
ing, although the original theory that the chemotherapeutic 
agents may act by maintaining a leucocytosis seems to 
have been largely discarded. 

Unfortunately the type of streptococcus obtained from 
the peritoneal fluid was not determined. Examination of 
the serous discharge obtained from the wound showed 
a non-haemolytic streptococcus. 


I am indebted to Mr. J. C. Barrett and Mr. Donald McGavin 
for permission to treat and report this case. 
J. B. Suiecp. M.B., F.R.C.S.Ed., 
House-surgeon, Royal Infirmary, 
Leicester. 


Plans for a Pan-American Congress of Ophthalmology to 
be held at the Hotel Cleveland, Cleveland, Ohio, on October 
11-12 have been announced. The congress will be spon- 
sored by the American Academy of Ophthalmology and Oto- 
laryngology, an organization of more than 2,500 specialists 
in diseases of the eye, ear, nose, and throat, which will hold 
its annual convention immediately before the Pan-American 
gathering. The U.S. Department of State has expressed its 
interest, and the Governments of all the countries of the 
Western Hemisphere have been invited to send official dele- 
gates. The executive secretary of the American Academy of 
Ophthalmology and Otolaryngology, which will be host to the 
Latin-American eye specialists, is Dr. William P. Wherry, 
1500, Medical Arts Building, Omaha, Neb. The congress is 
open to any ophthalmologist who wishes to register. The 
fee for membership is five dollars. 
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DISEASES OF WAR 


Medical Diseases of War. By Sir Arthur Hurst. M.A., 
D.M., F.R.C.P. With the co-operation of H. W. Barber, 
M.A., M.B., F.R.C.P., F. A. Knott, M.D., M.R.C.P., and 
T. A. Ross, M.D., F.R.C.P. (Pp. 328. 16s. net.) London: 
Edward Arnold and Co. 


Sir Arthur Hurst is admittedly a leader in contemporary 
medical thought, and not in this country alone. His 
heterodoxies have an astonishing way of becoming 
orthodox, for where he challenges he often ultimately 
convinces. The issue of a new and expanded edition of 
his Medical Diseases of War illustrates the point of that 
remark. When it first appeared under a slightly different 
title in 1916 interest was largely concentrated on the 
sections concerning typhoid and other fevers. At that 
time we were legitimately proud of the control which 
had been obtained over diseases which in the South 
Atrican War had proved more deadly than wounds, and 
he was a member of the committee for the prevention of 
epidemic diseases in the Mediterranean area. By the time 
the second edition was published in March, 1918, interest 
had begun to shift to the psychoneuroses of war, so 
disastrously labelled “shell shock.” Sir Arthur was 
among the first to insist on the functional character of 
these disabilities, and evolved methods of treatment which 
made it possible to do in an hour what had at first 
required weeks or months. These methods came in for 
a great deal of criticism at first, and when the immediate 
results proved dramatically successful the critics sagely 
shook their heads and murmured about relapses. Yet it 
was shown later in the war when such methods had been 
widely adopted that only 10 per cent. of admissions into 
the advanced neurological centres were recurrent cases 
and only 2.8 per cent. had had more than one relapse. 
A special form of neurosis which led to a two-fold error 
to be combated was contracture. Originally it was con- 
tended even by a War Office Committee that this was 
due to local tetanus, and further confusion arose when 
Babinski lent his great authority to the view that such 
contractures were reflex. Hurst felt convinced that they 
were due to neither cause but that they were purely 
hysterical and could be cured very rapidly, often at a 
single sitting, by simple psychotherapy. A point of 
special interest is that unless the psychotherapist himself 
believes the treatment will be successful he will fail. 
Thus it failed in Babinski’s hands, although a great 
exponent of psychotherapy for hysterical disorders, pre- 
cisely because he did not believe this particular dis- 
ability was hysterical. Yet hysterical symptoms can 
invariably be cured by explanation, persuasion, and 
re-education. In earlier days the author often used 
electricity as a form of suggestion, but with increasing 
experience found it was very rarely required. Suggestion 
under hypnosis and occasionally under partial anaes- 
thesia was also tried, but after 1917 he found any such 
methods unnecessary and tried to avoid suggestion 
altogether whether in the waking or hypnotic state. 

The films taken at Seale Hayne Hospital, where Sir 
Arthur Hurst was in command for fifteen months from 
March, 1918, are a highly impressive record of dramatic 
cures of many long-standing cases of crippling neurosis, 
and it is to be hoped that they will be widely shown 
to medical officers in the present war. They also demon- 
strate the calming and restorative effect of agricultural 
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work for convalescents. And at the end the * Battle 
of Seale Hayne,” a realistic sham fight organized by th 
patients themselves, was striking evidence of their cop, 
plete cure. If we have stressed, and, we think, rightly, 
the outstanding achievements of the author, it must no, 
be concluded that he is niggardly in his acknowledgmens 
of the work of others. Far from it, for he has invite 
Dr. T. A. Ross to contribute the section on anxiety 
neurosis, which is full of that authority’s quiet calm 
wisdom. The vexed question of soldier’s heart is care. 
fully discussed, and we hope that an application of the 
conclusions reached will save many men this time from 
being rendered permanent cardiac cripples. The chapter 
on war nephritis, in which Dr. Osman shares, is judicial, 
though the authors have not yet convinced us that jt 
is merely ordinary nephritis presenting certain unusual 
features as a result of the conditions of life to which 
a war-worn soldier is exposed. Dr. H. W. Barber con. 
tributes a useful chapter on skin diseases, a subject the 
importance of which can be realized since no less than 
30 per cent. of medical casualties in the B.E.F. in the 
last aar were the result of scabies and_pediculosis, 
Altogether this is a valuable book on which we cordially 
congratulate the author. 


THE HUMAN SKELETON 


The Anatomy of the Human Skeleton, By J. Ernest 
Frazer, D.Sc., F.R.C.S. Fourth edition. (Pp. 300: with 
219 illustrations, many in colour. 30s.) London: 
J. and A. Churchill, Ltd... 1940. 
The fourth edition of Professor J. E. Frazer's The 
Anatomy of the Human Skeleton has now been issued, 
just twenty-six years since the book was first published 
in 1914. The impression which is made by reading any 
of Professor Frazer's books is that they are the work 
of a keen observer, who accurately records what he has 
seen with the certainty of an eyewitness, and with the 
confidence that he is giving indisputable testimony of the 
structure, function, and relations of the parts which he 
is describing, and (in the work now before us) the 
manner in which the parts of a bone have been “put 
together,” and the way in which the facets, grooves, ridges, 
and spines have been produced. He makes few refer- 
ences to the surgical application of the facts described, 
possibly because he considers that applied anatomy is 
outside the province of a book of a purely descriptive 
nature, or that when a knowledge of the facts has been 
acquired and has been confirmed by individual observa- 
tion the application of this knowledge will follow as a 
matter of course. Whether the adoption of this attitude 
is commendable in a book written largely for the use of 
students preparing for one of the higher examinations 
in surgery is perhaps a matter of opinion. But we find 
that in the description of the “carotid tubercle” of 
Chassaignac, on the transverse process of the sixth cervical 
vertebra, no mention is made of compression of the 
common carotid artery against it: nor is any mention 
made of the diagnostic value of the tubercle or spine of 
the pubis in distinguishing an inguinal from a femoral 
hernia. Many teachers of anatomy believe that the 
sooner a student becomes imbued with the practical] appli- 
cation of anatomy the better, and the greater will be the 
interest which he takes in his early studies. 

One other comment appears to be necessary with refer- 
ence to the publication of a new edition of a standard 
work such as this—namely, however admirable the 
original production may be, its value will be augmented 
by the inclusion in it of new material ; in this particular 
readers would have been glad to find some allusions 10 
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recent work which has been accomplished in the domain 
of the early developmental stages of ossification; the 
moulding of bone, which takes place during post-natal 
growth, by means of the correlated processes of accretion 
and absorption of bone; also various experimental data 
which have shown the influence of heredity on self- 
differentiation of bone, and observations which indicate 
the interaction of phylogenetic factors with mechanical 
ontogenetic agencies. A very considerable amount of 
careful work has, however, been expended in bringing 
the book up to date by the adoption throughout of the 
new anatomical nomenclature, the alteration of certain 
figures, and the revision and emendation of the index. 
It may be stated with confidence that this book, which 
has now become classical, will retain its original well- 
deserved popularity, and will assist many future students 
of anatomy to understand the intricacies of the human 
skeleton. 


A NOVEL FUNDUS OCULI ATLAS 


Fundus Atlas: Stereoscopic Photographs of the Fundus 
Oculi. By Louis Bothman, B.S., M.D., F.A.C.S., and 
R. W. Bennett. (50 photographs. £5 10s.) Chicago: 
The Year Book Publishers; London: H. K. Lewis. 


A distinctly novel form of atlas of the fundus oculi con- 
ditions seen by the ophthalmologist has been prepared by 
Dr. Louis Bothman, clinical professor in the University of 
Chicago, with the assistance of Mr. Reuel W. Bennett, 
photographer for the Division of Ophthalmology. Fifty 
photographs have been chosen to illustrate important or 
interesting congenital anomalies and fundus diseases. The 
atlas is a case containing a series of cards. Upon each 
card there is given the name of the condition, the history 
of the particular case, and then a statement of the clinical 
condition found. At the lower part of the card is a copy 
of the actual photograph, printed on photographic paper. 
They are naturally in black-and-white, but the authors of 
the atlas suggest that that which is lost in the absence of 
colour is more than compensated for by accuracy and 
depth of perception. The photographs were taken with 
the reflex-free Nordensen fundus camera ; they were then 
magnified three or more times the size of the original 
negative with a stereoscopic enlarger devised by R. W. 
Bennett. 

It must be acknowledged that this piece of work shows 
much ingenuity and much assiduity of purpose. The 
authors have tried hard to secure something good, and it 
may be said that what they have produced is as good as 
this sort of thing can be. Certain simple, and not very 
common, congenital anomalies come out very well when 
the photographs are seen through the stereoscope. Pseudo- 
optic neuritis and physiological excavation of the optic 
nerve are beautifully demonstrated. And there is a very 
fair contrast between such cases and the excavation of the 
disk in glaucoma and the swelling of the disk in early 
optic neuritis. But in other conditions of long-standing 
disease there is inevitably a certain “ dirtiness” of the 
fundus appearance which the photograph so fully repro- 
duces that the malady is almost unrecognizable, even to 


‘the observer familiar with such conditions in life. Further, 


the stereoscopic arrangement of the photograph (and the 
means of securing this is not narrated) introduces a 
certain amount of falsity in the appearances ; a tangle of 
fundus vessels stands out like a group of snakes lifted up 
from the level of the background! The falsity is par- 
ticularly noticeable in the photograph of the macular 
changes in myopia. In the record it is stated that the 
macular area is occupied by a granular black pigmented 


“se 


lesion which appears “slightly raised.” But through the 
stereoscope the macula appears as a heaped-up mass 
some half a dozen dioptres high—a condition that is 
altogether foreign to myopia. 

As we have said, the production of this atlas shows 
much ingenuity on the part of the authors. But for the 
student we are still convinced of the superior advantages 
of good coloured drawings, done preferably by the 
ophthalmic surgeon who is himself the artist ; and issued 
in book form, such as the simple atlas of Haab, or the 
more ambitious atlas of Lindsay Johnson, or best of all 
the splendid work of Adams Frost. To study these repro- 
ductions of coloured drawings is indeed an introduction to 
fundus conditions ; and to compare the appearances seen 
in the living patients with these drawings gives guidance 
and instruction that photographs do not succeed in giving. 


BIOCHEMISTRY 


An Introduction to Biochemistry. By William Robert 

Fearon, M.A., Sc.D., M.B., F.1-C. Second edition. (Pp. 

476. 17s. 6d. net.) London: William Heinemann (Medi- 

cal Books), Ltd. 1940. 

Comparison of this with the first edition shows that the 
book has now been divided into “ Part I: Elements and 
Inorganic Compounds” and “Part II: Organic Com- 
pounds.” In spite of the author’s proclaimed intention 
“to approach the living organism . . . along the less-worn 
path of inorganic chemistry,” he has had to make Part II 
over five times as long as Part I, so unrepentantly organic 
does organic Nature insist on being! 

Part I contains a new chapter (10 pp.)—* Solutions and 
Colloidal Systems *"—additional to the three on “The 
Subject Matter of Biochemistry,” “ Biological Elements,” 
and “Inorganic Compounds” that appeared in the first 
edition, though in the second they have undergone a 
fifteen-page increase. In Part If new chapters are found on 
‘* Classification and Characteristics ” (4 pp.) and “ Steroids ” 
(12 pp.) ; “ Intermediate Metabolism ” now occupies three 
chapters (43 pp.) instead of one (21 pp.). Other drastic 
rearrangements are also to be found, and there has clearly 
been an extremely thorough—and arduous—attempt to 
bring up to date the spirit as well as the letter of this 
excellent book. The attempt has been wholly successful. 
The new edition is a book of reference and a book to 
read. It is worthy to stand ‘on the same shelf with 
Perspectives of Biochemistry, to whose distinguished 
inspirer this book also is appropriately dedicated. Pro- 
fessor Fearon has lived up to the high standard he set 
himself when he made the dedication, and Sir Frederick 
Gowland Hopkins need have no reason to be ashamed of 
receiving it. 


DIET IN HEALTH AND DISEASE 


Nutrition and Diet in Health and Disease. By James S. 
McLester, M.D. Third edition, entirely rewritten. (Pp. 
838. 40s. net.) Philadelphia and London: W. B 
Saunders Company. 1939. 
The rapid advance in our knowledge of the science of 
nutrition has so changed our concepts of the relation 
between diet and disease that it is no surprise to learn 
that the author has found it necessary to rewrite entirely 
this comprehensive study of the subject. The doctor 
to-day is as much concerned with the nutritional require- 
ments of health as of ill-health, with what his patient 
must eat as with what must be avoided. 

This volume is a very full study of both sides of the 
problem, and falls naturally into two parts, as its title 
implies. The first part covers nutrition and food re- 
quirements in health. Chapters on the utilization of 
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food deal with fuel, vitamin, and mineral requirements. 
The second part covers in great detail the food require- 
ments in disease. Special mention may be made of the 
chapters on “ Feeding the Surgical Patient” by Dr. Dean 
Lewis of Johns Hopkins University, and “ The Feeding of 
Infants” by Dr. Jeans of Iowa State University. The 
bibliographical references (American) are extensive. 

In an appendix will be found many valuable tables of 
food analyses and the like. The tables of diets are very 
thorough and practical. The adjustments required to 
make American food and habits applicable to this 
country will be a matter of opinion. The book is printed 
in excellent type, and well arranged for easy reference. 
It is a Monument of painstaking labour and research, and 
will doubtless command the attention it so well deserves. 








Notes on Books 


The health visitor is nowadays accepted everywhere as an 
indispensable participant in the public health activities of local 
authorities. In small areas she may be called upon to com- 
bine a number of parts, being responsible simultaneously for, 
say, maternity and child welfare, school children, and tubercu- 
losis cases, but in cities and populous centres such generaliza- 
tion of function ceases to be practicable, and it becomes neces- 
sary to admit a degree of- specialization in the distribution of 
nursing duties. The planning and conduct of large health- 
Visiting schemes are thus found to present problems, one of 
which is the procedure for the supervision of the various 
nurses with a view to the maintenance of their standards of 
performance and the advancement of their technical knowledge. 
For this purpose the work of trained women supervisors has 
been receiving more and more attention in the United States 
of North America, and a book with the title Supervision in 
Public Health Nursing by Viottet H. HopGson, issued 
lately under the auspices of the Commonwealth Fund (Oxford 
University Press, 13s.), contains an informative discussion of 
the duties, responsibilities, and possible achievements of those 
thus placed in charge.. Among the topics treated are the essen- 
tial element in supervision, organization, and administration, 
the teaching function, the supervisor in the home and at the 
clinic, the supervision of school and industrial services, and 
the evaluation and rating of efficiency. It is felt that the 
supervisor should know her nurses well, and so be able to 
recognize any opportunities for releasing their potentialities. 
The power of her guiding hand may thus reach far beyond her 
own time and place as her trainees move on, out, and up in 
the practice of their vocation. 


In the eleventh edition of A Handbook for Nurses (Faber 
and Faber, 12s. 6d.) Dr. J. K. Watson has considerably added 
to the chapters dealing with anaesthetics, radiology, the 
specific fevers, diabetes, and the diseases of the ductless 
glands. He has written new .chapters.on the symptoms and 
the toxaemias of pregnancy, and on the various forms of 
haemorrhage met with in pregnancy and childbirth: and has 
added several new illustrations. Medical authorship of a 
book for nurses -has-obvious-advantages. This publication is 
intended to give the nurse a solid medical basis for her work. 
Incidentally, it would be a useful reference book to any 
medical practitioner or auxiliary. 


We welcome the appearance of a new edition of Professor 
J. A. GuNN’s textbook An Introduction to Pharmacology and 
Therapeutics (Oxford University Press, 6s.). The best measure 
of the success of this small volume is the fact that it has 
reached a sixth edition in just over ten years. The recent 
rapid advances in therapeutics have called for many additions 
to the text, but the author has managed to avoid expanding 
the volume. Hence it maintains its original characteristic of 
being a concise yet accurate introduction to the science of 
pharmacology. 
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Preparations and Appliances 








AN INTRAVENOUS SYRINGE 


Dr. J. C. Corpeck, Pathologist in Charge of Ministry of 
Health Public Health Laboratory, Buckston Browne Research 
Farm. Downe, Kent, writes: 

This syringe was devised in order to provide a_ simple 
two-way syringe which could be manipulated easily with one 
hand. It has been used extensively for the injection of blood, 
saline. gum, and sera diluted with saline. It has been found 
easy to use, and junior house officers have frequently adminis- 
tered large volumes of blood, etc., without any assistance. 

The syringe is a converted 10-c.cm. Record syringe. The 
construction can for the most part be seen in the diagram, 
Two finger rings are fixed to the end 
of the barrel. The index finger on 
the right hand is placed in the ring A 
and the second finger in ring B.* The 
ring C is fixed to a rod which connects 
with a two-way tap and passes through 
a small ring at the near end of the 
barrel. The third finger is placed in 
the ring C and the thumb in the piston 
rod. ring D. On attempting to fill the 
syringe by drawing the thumb. back 
there is an equal thrust in the opposite 
direction on the rings, and this results 
in the tap being turned so as to con- 
nect the side tube with the syringe. 
In order to expel the contents of the 
syringe the fingers and thumb must be 
approximated, and this results in a 
movement of the ring C and turning of 
the tap so as to connect the lumen of 
the syringe with the delivery tube. A 
simple universal joint is fitted between 
the piston and the piston rod, as this renders jamming or rough 
working of the piston less likely. The needle is connected 
by a short length of rubber tubing interrupted by a short 
piece of glass tubing. It is not necessary to think which 
way the tap must be turned at each emptying and filling of 
the syringe. as it is natural to obtain the force required by 
the thumb through an equal and opposite force of the fingers 
in the opposite direction. A definite effort of concentration 
is needed to maintain the tap at the position of syringe to 
side tube when emptying the syringe. 

In using the syringe the tubing and syringe are first filled 
with saline and the syringe is half emptied with the tap in 
the “syringe to patient position.” The needle is introduced 
into the vein and blood runs back and can be seen in the 
glass tube. The fingers are then introduced into the rings and 
pumping begun. It is found convenient to rest the syringe 
on a small sandbag lying on the patient’s forearm and _ the 
needle may be fixed in place by a small strip of adhesive 
plaster. ’ 

The syringe is dismantled for cleaning by the removal of 
the small screw-pin, which acts as the pivot for the rod. 

The conversion of a standard Record 10-c.cm. syringe is 
extremely simple, and two were made. by an amateur 
mechanic. It is not manufactured by any commercial firm. 


A SYNTHETIC OESTROGEN 


Synthovo (hexoestrol) Boots is a new synthetic oestrogen. 
It is obtained by the hydrolysis of the hydrogenation product 
of stilboestrol dimethylether. Animal experiments and clinical 
observations have shown that it produces therapeutic effects 
similar to those of stilboestrol. The clinical observations indi- 
cate that it is less liable to produce the toxic side actions 
which are troublesome in a minority of cases treated with 
stilboestrol. The dose is 1 to 5 mg. three times a day. 








——— 





_* It was found that greater stability could be obtained by the 
fitting of the additional ring B. 
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LOW-TEMPERATURE TREATMENT OF 
CANCER 


While fever or high-temperature therapy is well estab- 
lished for general paralysis and has been extended to 
other conditions, including even cancer, low-tempera- 
ture therapy is only just coming to the fore, owing 
largely to the work of Professor Temple Fay and his 
colleagues of Philadelphia in the U.S.A. In July, 1936, 
he treated a patient suffering from intractable pain 
from massive pelvic extension of a cervical carcinoma 
by means of local refrigeration, with the result that 
the pain disappeared and there was marked temporary 
improvement.’ For more than three years observa- 
tions have been made upon the effects of reduced 
temperatures upon embryonal cell growth and activity, 
especially in its possible clinical application to cancer. 
These researches include studies upon chick embryos, 
various forms of plant life, and tissue cultures, as well 
as upon hopeless cases of human cancer. The chief 
outcome has been the establishment of local therapy 
termed “refrigeration” and a general therapy termed 
*“ hibernation.””* 

As regards the local therapy Professor Fay and Dr. 
G. C. Henny* have confirmed that prolonged applica- 
tion of temperatures of 40° to 50°F. to human 
neoplasms regularly brings about relief of pain and 


. reduction of the size of the tumour. Parallel biopsy 


studies show regressive degenerative changes ending 
in some cases in the complete disappearance of the 
tumour. Nuclear destruction and cytoplasmic dis- 
integration occur, as with irradiation therapy, but with 
refrigeration at 40° F. there is much less damage to 
normal tissue and repair follows as a normal regenera- 
tive process without true cicatrix formation. Since 
temperatures of 40° to 50° F. are bacteriostatic there 
is absence of bacterial growth and of putrefaction. 
Special apparatus for application of refrigeration is 
devised to fit each particular case, and in this way 
the therapy is made more efficient. The destruction 
of the neoplastic tissue is due largely to the persistent 
ischaemia which is the effect of continuous cold. This 
brings the phenomenon into line with the regression 
of tumours produced by anoxia during exposure to 
a low percentage of oxygen in the respired atmo- 
sphere'® or to breathing carbon monoxide.® The 
absence or reduction of a normal supply of either 
oxygen or glucose inhibits tumour growth. However, 
complete destruction of all the neoplastic cells is very 
difficult with either refrigeration or anoxia; some of 


1J. Amer. med. Ass., 1939, 113, 653. 
? Amer. J. clin. Pathol., 1940, 10, 1. 
* Surg. Gynec. Obstet., 1938, 6§, 512. 
“Warburg, D., Wind, F., and Negelin, E.: Klin. Wschr., 1926, 5, 829. 
5 Campbell, J. Argyll, and Cramer, W.: Lancet, 1928, 1, 828. 
*Campbell, J. Argyll: J. Path. Bact., 1932, 35, 379 ; 1933, 36, 343. 





the cells appear to escape, particularly at the edge of 
the tumour. The question arises whether these few 
cells are really old ones that have escaped destruction 
or new cancer cells freshly formed from normal cells 
by the refrigeration or by the anoxia. Care must be 
taken to distinguish between the factors which originate 
tumour cells and the factors which are favourable for 
the growth of the resulting tumours. These factors 
may not be similar, and seeing that low temperatures 
may cause malformations it is possible that refrigera- 
tion might in certain circumstances cause a normal cell 
to change into a cancerous cell, as does irradiation 
under certain conditions. It must be remembered 
also that although low oxygen pressure in the air 
inhibits growth of adult tumour cells it may actually 
increase the incidence of primary lung tumours in 
mice’ exposed for prolonged periods to subnormal 
oxygen pressure. The time factor may thus be im- 
portant, and clinical application of low temperatures 
for shorter periods might be justifiable, as with irradia- 
tion properly controlled. Attention is drawn to the 
low incidence of tumours of the hands and feet, where 
the temperature is lower than that of other parts of 
the body; also, the breast segment shows some in- 
crease in temperature above that of segments lying 
within two inches on each side. This argument in 
favour of low-temperature therapy is somewhat 
weakened by the fact that melanomas of the hand 
and foot form a high percentage (20) of the total 
melanomas. 

Professor Fay and his colleagues’ general method 
of low-temperature therapy or hibernation involves a 
general reduction of the whole body temperature to 
between 70° and 90°F. At these levels it has been 
proved that embryonic and neoplastic cells are in- 
hibited as regards growth. The application of these 
critical and subcritical temperatures is quite different 
from the usual low-temperature experiments, in which 
tumour tissues as well as normal tissues have been 
subjected to actual freezing with carbon dioxide, liquid 
air, and other agents without significant injury to the 
cells. At the critical zones of temperature cell growth 
is inhibited and the new growths are diminished in size 
even more strikingly than by refrigeration alone. To 
reduce the body temperature below 90° F. the patient 
is cooled down by ice-pack in a room at 58° F. and 
with humidity not exceeding 20 per cent. An anaes- 
thetic dose of evipan is given to carry the patient 
through the period of discomfort while the temperature 
is falling from 96° to 90° F. Food is withheld, but 
fluid is given as thirty-two ounces of saline with 10 per 
cent. glucose during each twenty-four hours. Restless- 
ness is controlled by paraldehyde. The routine dura- 
tion of this generalized low body temperature is a four- 
or five-day period repeated at intervals of about a week 
for three or four times. Thirty-three patients all in 
a hopeless condition with incurable cancer presented 
themselves for hibernation treatment, chiefly for the 
relief of pain, and the authors claim this control of 
pain as the main advantage of their therapy, which in 
itself produces little adverse effect. There is a leuco- 





7 Idem: British Medical Journal, 1940, 1, 336. 
8 Smith, L. W.: Arch. Pathol., 1939, 38, 420. 
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cytosis and the circulation rate is nearly doubled ; renal 
function is normal, and the basal metabolic rate is 
somewhat reduced. Some few patients in their thirties 
seem in fairly good condition after one and a half or 
two years’ interval, but it is still too soon to know 
whether any permanent relief may be hoped for. 











SEASONAL VARIATIONS OF MORTALITY 


That the prevalence of diseases is not uniform 
throughout the year is a fact of observation which 
cannot have escaped the notice of the most primitive 
races, and in the Hippocratic collection one already 
has an important codification of facts—for example, 
the tendency of epidemic diseases to cluster round the 
spring and autumn equinoctial periods and for the 
former to be associated with respiratory and the latter 
with intestinal disease. Official vital statisticians have 
devoted much study to seasonal variations ; the bulk 
and accuracy of the data have notably increased. 

The starting point of the analysis made by Dr. E. 
Lewis-Faning, recently published by the Medical 
Research Council," was a comparison of the seasonal 
variation of mortality in the United States of America, 
England and Wales, and Germany, based upon the 
statistics of large towns, which was published by the 
Health Organization of the League of Nations. The 
most striking feature in this graph was the height 
of the winter peak of mortality in England and Wales. 
In spite of the uncharitable remarks we make about 
our weather and the fact that in old books, such as 
those of our compatriot Short and of the German 
Siissmilch, much is said to the discredit of our climate, 
it seemed a little odd that an insular climate should 
compare unfavourably with a _ continental climate. 
The comparison was confined to towns and the index 
used was the general death rate, so it seemed desirable 
to make a much more detailed examination. That is 
the task Dr. Lewis-Faning has efficiently performed. 
The difficulties were great. Not only had account to 
be taken of the different age compositions of the con- 
trasted groups, but the classification of diseases avail- 
able for seasonal comparison is not identical in 
different countries and there are national differences 
of certification practice. On these accounts the 
analysis was laborious and the detail will tax the 
attention of readers whose appetite for statistics is 
not robust. Certain practical conclusions of impor- 
tance do, however, very clearly emerge. There is no 
doubt at all that in comparison with the United States 
—the most satisfactory comparison from a statistical 
point of view is with the New England States— 
England and Wales emerges with an unreasonably 
high winter maximum and that the respiratory 
diseases—bronchitis, influenza, respiratory tuberculosis, 
and pneumonia—are largely responsible. 

That mortality from respiratory diseases in_ this 
country is unduly high was shown by the late Dr. 
T. H. C. Stevenson, who contrasted the rates of 
mortality from pneumonia (all forms) in different parts 





1 Medical Research Council. Special Report Series, No. 239. H.M. 
Stationery Office. 1940. (Is. net.) 








of the country, and remarked: “ Evidently pneumonia 
is to a large extent a preventable disease, and the 
North of England has still much to learn with regard 
to its prevention.” That was written before the last 
war, and in his annual report for 1925 Sir George 
Newman pointed out that the disparity between 
north and south was still great. Climate could be but 
a small part of the explanation, as the rate of mortality 
in Cumberland was much less than that of Lancashire. 
There has been some improvement since 1925, but 
in 1937 the gross mortality from pneumonia and 
bronchitis in the aggregate of the northern counties 
(with associated county boroughs) was 29 per cent, 
higher than in the south-eastern division (inclusive 
of Greater London) and the mortality of Cheshire and 
Lancashire was 39.5 per cent. higher. Dr. Lewis. 
Faning supplies additional arguments to support the 
conclusion that one has here an important problem 
which should be capable of solution. It is not difficult 
for any medical man to suggest possible explanations ; 
what is difficult is to try them out. Domestic over- 
crowding, occupation, economic status, atmospheric 
pollution, all suggest themselves as_ contributories. 
Perhaps, when the time comes for peaceful investiga- 
tion, detailed comparative studies of cities exposed to 
the same or similar climatic conditions but having 
very different rates of mortality from respiratory 
diseases may lead to a solution. 








THE PRESCRIBING OF ERGOT 


Since the outbreak of war shipments of ergot to this 


country have been irregular and the wholesale price of 
good-quality ergot has increased approximately 300 per 
cent. It is unlikely that the position will become easier 
for some time, and it is important, therefore, that in the 
prescription and administration of preparations and 
alkaloids of ergot the strictest economy compatible with 
adequate treatment should be exercised. The indications 
for prescribing ergot should be carefully examined. Its 
chief use is for promoting a prompt and firm contraction 
of the womb after childbirth and preventing post-partum 
bleeding. It is the practice of many practitioners to give 
ergot twice daily to every puerperal woman for a week 
or more after delivery with a view to promoting the 
involution of the uterus. Recent observations and_ the 
analysis of statistics bearing on this matter have failed 
to show any difference in the rate of involution of the 
uterus as the result of prolonged ergot therapy. While, 
therefore, it is wise to give a single dose of the drug 
after delivery, and a case can be made out for two or 
three doses, there is nothing to be gained by further 
administration, unless a definite abnormality has arisen. 
Continued administration is needless in the case of normal 
women and may indeed be harmful. Ergot is also used 
for certain cases of menorrhagia, but it is of no value 
for non-uterine forms of bleeding. Ergot is best adminis- 
tered in the form of prepared ergot (Ergota praeparata 
B.P.), which is powdered ergot deprived of its fat and 
standardized. Prepared ergot is more economical than 
liquid extracts of ergot, investigation having shown that 
all forms of liquid extraction of ergot are incomplete and 
wasteful. Moreover, the liquid extracts lose their activity 
more rapidly than the defatted powder. Prepared ergot 
may be prescribed in 5-grain tablets or 5-grain capsules. 











Ju 
BII 


The 

sider 
per ¢ 
20 p 
270 | 
was 

his « 
that 
tics | 
treat 
freq 
age 

was 
seco 
max 
deca 
entit 
appt 
pati 
metl 
anot 
with 
the 

find: 
the 

simi 
plic: 
vent 
by | 


the 

not 

Lin 
The 
was 
sup) 
thes 
eigt 
Owl 
at | 
and 
Fri 
fro! 
CaS 
the 
eye 
fac 
of 

exy 
fan 
fan 


lyis 
oth 
Vit 
be 
the 
ful 
wit 
ser 






Hi 
RNAL 
ee 


NOnia 
d the 
egard 
© last 
Corge 
ween 
e but 
tality 
Shire, 
, but 
and 
Inties 
cent. 
usive 
- and 
eWis- 
| the 
blem 
ficult 
Ons ; 
>ver- 
heric 
ries, 
tiga- 
d to 
Ving 
tory 


this 
e of 


1sier 
the 
and 
with 
ions 
Its 
tion 
tum 
pive 
eek 
the 
the 
iled 
the 
vile, 
rug 
or 
her 
en. 
nal 
sed 
lue 
118- 
ata 
ind 
an 
nat 
nd 
ity 
z0t 











June 15, 1940 


LIGATION OF ARTERIES 


THE BRITISH 
MEDICAL JOURNAL 981 





BILATERAL DETACHED RETINA AS A HEREDO- 
DEGENERATIVE DISEASE 


The incidence of bilateral detachment of the retina is con- 
siderable. While estimates vary from 8 per cent. to 32 
per cent., de ROtth’ regards the true incidence as probably 
20 per cent. to 25 per cent., although in his own series of 
270 cases studied at the State Eye Hospital in Budapest it 
was only 12 per cent. He brings forward evidence from 
his cases and from the literature in support of the view 
that bilateral detachment is a condition with characteris- 
tics of its own, both in mode of onset and in response to 
treatment. Whereas unilateral detachment occurs most 
frequently towards the sixth decade of life, the average 
age of onset in his series of cases of bilateral detachment 
was 39 years with an interval of five years before the 
second eye became involved. Maertens also found a 
maximum incidence of bilateral detachment in the third 
decade. What stamps bilateral detachment as a distinct 
entity is the symmetry of both the general and detailed 
appearances in the two eyes. In one of de Rd6tth’s 
patients there was a retinal cyst in each eye in a sym- 
metrical position near roughly similar disinsertions. In 
another there was symmetrical detachment at the maculae 
with a macular hole in each eye. Other cases illustrated 
the symmetry of horse-shoe tears or small holes. These 
findings are not isolated ; similar observations abound in 
the literature. One cannot always establish the essential 
similarity of the detachment in the two eyes, since a com- 
plicated cataract or other changes in the media often pre- 
vent a detailed examination of the fundus in the first eye 
by the time the detachment has developed in the second. 
De RGtth agrees on the whole with other observers that 
the operative results in cases of bilateral detachment are 
not so good as in cases of unilateral detachment, though 
Lindner and Gifford have both reported good results. 
The view that detachment is a heredodegenerative lesion 
was first put forward by Vogt,* and the present study lends 
support to the evidence that has been accumulated on 
these lines. Thus Richner® collected from the literature 
eighteen cases with familial incidence, and found in Vogt’s 
own series thirty-two families, in each of which there were 
at least two cases of detachment. Vogelsang,* Schmelzer,° 
and zur Nedden® have reported similar groups, while 
Friedman’ saw a family of seven, five of whom suffered 
from detachment. Zimmer,*® who collected thirty-four 
cases from the literature, holds that in the same family 
the same type of detachment occurs mostly in the same 
eye : de ROtth adds another familial group. The familial 
factor was also stressed by Weve’® in the congenital form 
of detachment. The heredodegenerative theory would 
explain the variations in age distribution in different 
families, the similarity of appearances within the same 
family, and links up with the fact that unilateral detach- 
ment is a process of senility. In Vogt’s view the under- 
lying condition in one group is abiotrophic and in the 
other a senile degeneration of the vessels, choroid, and 
Vitreous leading to hole formation. His thesis extends 
beyond the immediate problem, for he has stressed 
the essential likeness between myopic degeneration of the 
fundus and the degeneration seen in senility. In this 
wider view the three factors—myopia, detachment, and 


Senile degeneration—may have an underlying unity. 


‘ Arch. Ophthal., Chicago, 1939, 22, S09. 
* Klin. Mbil. Augenheilk., 1924, 72, 212; 1934, 92. 743. 

% Arch. f. Opkthal., 1936, 135, 49. 

* Klin. Mbl. Augenheiik., 1937, 98, 251. 

° Ibid., 1935, 95, 394 

© Ibid., 1936, 97, 236. 

7 Arch. Ophthal., Chicago, 1937, 17, 382. 

® Thesis, Lausanne, 1937. 

® Arch. Augenheiik., 1935, 109, 271; Brit. J. Ophthal., 1938, 22, 456. 


Vogt’s work on these important ophthalmoscopical prob- 
lems has led to many fruitful studies, though it is for his 
work on slit-lamp microscopy that his name is a house- 
hold word among ophthalmologists. On October 31, 
1939, his colleagues celebrated his sixtieth birthday by the 
publication of special issues of the Klinische Monatsblatter 
fiir Augenheilkunde and of the Schweizerische Medizin- 
ische Wochenschrift, written by former pupils and col- 
leagues. 





LIGATION OF ARTERIES 


Ligature of the main vessel of a limb is usually an 
anxious procedure for the surgeon lest the collateral circu- 
lation may prove inadequate to maintain an efficient 
supply of blood to the periphery. Will some necrosis or 
even massive gangrene result from the ligation, and have 
we any means of lessening the likelihood of these 
disasters? Should the main vein be tied as well as the 
artery? These and kindred questions are opportunely 
discussed by René Leriche’ at a moment when the problem 
is being faced hourly on the field of battle. Much has 
been learnt in recent times about the care of patients 
with an insufficient flow of arterial blood to the limbs, 
and the influence of the sympathetic nervous system on 
the nutrition of the extremities is now generally recog- 
nized. The precise mechanism whereby this influence is 
exerted is not yet quite clear, but Leriche draws particular 
attention to the importance of the arterial wall as a 
receptor of a widespread system of vasomotor reflexes. 
He postulates a mechanism, comparable in every essen- 
tial with the carotid sinus reflex, distributed throughout 
the arterial system at the origin of main branches. Reflex 
activity initiated at what he calls the cross-road zones, 
of which the bifurcation of the common carotid is a 
generally accepted example, normally exercises a tonic 
action on the peripheral vascular network. After 
damage to a main artery—and its inclusion in a ligature 
is a frequent form of such damage—an immediate reflex 
collateral vasoconstriction occurs throughout the peri- 
pheral vascular network. This vasoconstriction plays an 
all-important part in the nutrition of the extremity of 
the limb, and it may be enough to produce necrosis from 
insufficiency of the blood supply. The vasoconstriction 
can be abolished by completely severing the artery 
between ligatures instead of just tying it in continuity, 
by performing an arteriectomy or periarterial sympa- 
thectomy, by sympathetic ganglionectomy, or by infiitra- 
tion anaesthesia of the adventitia of the artery or of the 
regional sympathetic nerve supply. The vasoconstriction 
of the peripheral vascular network ceases immediately 
after any one of these measures, and Leriche believes it 
is imperative to abolish the constrictor reflex at the same 
time as an artery is ligatured. “Si lon attend les signes 
cliniques de nécessité, il est déja trop tard.” Infiltration 
of the sympathetic ganglia (or some other form of sym- 
pathectomy), he states, is more important than keeping 
the skin itself warm by an electric cradle or by wrapping 
it in cotton-wool, for it is not the skin which needs 
to be warm but the tissues. At one time Leriche favoured 
the procedure advocated in the last war by Sir George 
Makins, Professor Tuffier, and some others of ligating 
the accompanying vein when a main artery is tied. It 
would seem reasonable to induce a peripheral venous 
congestion by such means and thereby prevent the too 
rapid return of arterial blood into the venous sysiem, 
but gross oedema sometimes follows the venous ligation, 


Seen 





1 Presse méd., 1940, 48, 41. 
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and he believes it is preferable, therefore, to leave the 
vein intact and only infiltrate the sympathetic. To sum 
up, when it is necessary to ligate one of the main arteries 
to a limb the vasoconstrictor reflex started by the ligation 
should be suppressed, and, as this reflex comes into 
Operation at once, whatever particular form of sympa- 
thectomy is chosen for its abolition must be carried out 
at the same time as the ligation. Babinski observed that 
“an obliterated artery is a sympathetic nerve,” and it is 
better, therefore, to divide a main artery between ligatures 
than to tie it in continuity. 


CHEMOTHERAPY OF GONORRHOEA 


The enthusiasm that heralded the treatment of gonor- 
trhoea by the sulphonamides and the apparent ease of 
their administration recall the similar attitude adopted 
towards “606” in the years immediately before the 
last war. Time and experience have shown that neither 
group of drugs is foolproof and that both require 
judgment in their handling : and in both cases inadequate 
early treatment almost certainly leads to trouble. Two 
articles which appear in the present issue bring out a 
number of points which, though realized by most com- 
petent venereologists, cannot be over-stressed. The 
most important of these are (1) the necessity for early 
and adequate dosage of sulphapyridine and _ stringent 
tests of cure, (2) the problem of defaulting, and (3) the 
dangers of relapse. It may be well to touch on some 
of the lessons to be learnt. On all counts sulphapyridine 
is the drug of choice and should be given early and in 
full doses; sulphanilamide comes a good second and 
the rest a long way behind, except in those few cases 
which show intolerance. Drug resistance is_ rarely 
natural, being much more often acquired as a direct result 
of under-dosage; tests of cure are of paramount im- 
portance and should be carried out over a period of 
not less than three months. Defaulting is the bugbear 
of this form of therapy. Although it is quite under- 
standable that a patient should think himself cured 
when symptoms and signs disappear, it is clear that as 
a result there must be a large number of potentially 
contagious ‘people going about: to complete the good 
work begun by the sulphonamides steps must be taken 
to see that such patients do not indulge in sexual inter- 
course until pronounced clear. It would seem that some 
form of follow-up, perhaps by trained social service 
workers, offers the best solution of this problem, and 
that local treatment may have much psychological, if 
little therapeutic, value by inducing regular and sus- 
tained attendance. Perhaps the greatest difficulty is 
relapse, and especially late relapse. Opinions differ as 
to the incidence of the latter, but there seems a fairly 
general consensus that it is comparatively low in 
adequately treated cases. Reinfection and relapse are 
difficult to distinguish, and because a man admits a 
risk it does not follow that he has been reinfected. 
The best treatment of relapse is prophylaxis in the 
form of adequate treatment and tests of cure. Experience 
has shown that there is much to be said for early 
intensive use of sulphapyridine, though it is agreed that 
this method is more suitable for in- than out-patients ; 
in general the dosage should not be Jess than 4 grammes 
a day at first and should extend over at least a week. 
Perfunctory tests of cure are almost useless; every 
“avenue should be explored” and the patient should 
not be finally dismissed until he has passed the most 


ee, 


searching tests. It cannot be too strongly stressed that 
the treatment of gonorrhoea demands the knowledge of 
the expert and the co-operation of the patient if the best 
results are to be secured, and the sooner the idea that 
cure is attained by taking a few tablets is dissipated the 
sooner will some real progress have been made in dealing 
with the problem. 


THE SOYA BEAN IN DIETETICS 


The soya bean has been described as vitally important 
to Germany from the nutritional, the economic, and the 
military standpoint. A correspondent in the Times de- 
scribed a few weeks ago’ how these “ Nazi food pills ” were 
playing a dominant part in supplying the protein missing 
in a diet in which foodstuffs of animal origin were likely 
to be deficient. A flour from the soya bean containing 
40 to 45 per cent. of protein has been made and is 
incorporated in soups, sausages, bread, biscuits, macaroni, 
etc., in such a way that flavour is unimpaired and the 
food value greatly increased. From the military aspect 
it has been openly boasted in Germany that without 
soya flour the rapid advances of mechanized units, cut 
off by distance from food supplies, would not have been 
possible. Even allowing for the flights of imagination 
which colour reports from the Reich, it is clear that the 
possibilities of the soya bean require more consideration 
than is usually given to them by dietetic experts in this 
country.” A recent account? by Dr. Helen Mackay of 
the use of soya bean flour in infant feeding is therefore 
of more than usual interest. The flour used contained 
over 40 per cent. of protein, 20 per cent. fat, and 20 per 
cent. carbohydrate. It contained about a quarter as much 
calcium, half as much phosphorus, and about eight times 
as much iron as dried cow’s milk. For the investigation 
the soya flour was mixed with equal parts by weight of 
a full-cream dried milk. When reconstituted with the 
usual “one in eight” dilution this mixture gave a feed 
with a calorie value equal to that of liquid cow’s milk. 
Babies were given this milk, while a control group had 
dried milk with added iron. All babies received orange 
juice and some form of vitamin D, and from 6 months 
of age all began mixed feeding. Babies accepted for 
the final comparison of results numbered 150. It was 
found that those receiving the soya flour milk gained 
on the average a little more slowly in weight than the 
controls, but the difference was less than two ounces a 
month. The haemoglobin levels of the soya flour group 
remained very slightly below that of the controls, who 
had extra iron, and the total morbidity rates were almost 
the same in the two groups. There was, however, a 
greater tendency to loose stools when the soya bean 
flour was used, and apparently it was not so well tolerated 
as full-cream dried milk and must be introduced more 
gradually. Calcification of the bones was as good in the 
soya bean group as in the controls. Dr. Mackay has 
proved that in the mixture described soya bean flour can 
play a part in infant feeding. From the economic aspect 
it is pointed out that the relative cheapness of soya bean 
fiour should make it possible to market a milk plus flour 
powder at a price much lower than that of full-cream 
dried milk. Writing at a time when the possible strin- 
gencies of war economy were not fully realized, Dr. 
Mackay concluded that “ owing to its relative cheapness 
it [the soya bean flour—-milk mixture] merits an extended 
trial in countries where, for economic reasons, a satis- 





3 Times, April 23, 1940. 
2? Arch. Dis. Childh., 1940, 15, 1. 
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a 
factory substitute for breast milk has hitherto been un- 
obtainable.” The story of the “food pills” in Germany 
suggests an even wider application of soya flour. Infant 
feeding provides a delicate test for a substitute material, 
and out of such a test in Dr. Mackay’s hands the soya 
bean emerges with great credit. The main sources of the 
plant are Manchuria, the United States of America, the 
Balkans, and South Russia. It is to be hoped that 
someone in the Ministry of Food is interested in the 
soya bean. 


POSTGRADUATE STUDY 


Many useful facts, notes, and comments relating to 
postgraduate medical education are combined in a book- 
let entitled ““ Graduate Medical Education in the United 
States.”' The reports and articles contained therein are 
reprinted from a large number of issues of the Journal 
of the American Medical Association. Though such 
statistics as are given, and though the detailed reports 
of what is happening in this field, relate to the various 
parts of the United States, these are in themselves instruc- 
tive; and the general principles set out, the practical 
suggestions made, and the editorial comments reprinted, 
are as applicable and as important in Great Britain and 
the Dominions as they are in America. The purposes of 
postgraduate medical education, its differences from 
undergraduate instruction, and the methods in accordance 
with which it should be conducted are for the most part 
described with great clarity and skill; and the short 
historical account of the development of the movement 
is instructive. Its initiation some twenty-one years ago 
was due to the unsatisfactory character of undergraduate 
training up till about that date. The medical service 
resulting was not good enough for the public and 
required supplementing, and the multiplication of self- 
styled specialists whose training and experience were 
entirely inadequate was becoming a scandal. It is per- 
haps noteworthy that the correcting of these evils has 
not yet entirely disappeared from among the aims of 
postgraduate provision, though it now occupies a sub- 
ordinate place. The “refreshing” of the general 
practitioner and his instruction in the progressive 
developments of medicine by means of relatively short 
courses, and the encouragement of real skill in special 
branches and directions, are the main present aims. 


om 


SACCHARIN 


The reduction of the sugar ration is leading to an increase 
in the use of saccharin, and, as a result, the question of 
the toxicity of saccharin is once more being aired in the 
lay press. The history of this problem is as follows. 
Saccharin was discovered by Fahlberg in 1879. He de- 
veloped a process of manufacture, and the popular demand 
for the substance increased at such a remarkable rate 
that the sugar industry became alarmed. A campaign 
against saccharin was launched, and one of the obvious 
lines of attack was the accusation that it produced all 
kinds of subtle toxic effects. The German health autho- 
rities made extensive investigations, and Lehmann’ con- 
cluded fifty years ago that saccharin was an exceptionally 
harmless substance, since quantities far greater than the 
normal consumption could be taken daily for long periods 
without any measurable ill effects. In spite of this con- 
clusion the use of saccharin was forbidden in Germany 
about 1900, and most other countries either forbade its 





' Graduate Medical Teaching in the United States. Continuation Study for 
Practising Physicians, 1937 to 1940. American Medical Association, 535, North 
Dearborn Street, Chicago, Illinois. 

*Lehmann, K. B. (1890). Arch. f. Hyg., 10, 81. 





use or imposed a very heavy tax. Saccharin has continued 
to be used regularly as a sweetening agent by diabetics, 
while its popular use increased greatly during the war 
years of 1914-18 and once again is likely to increase. 
Echoes from the controversy of last century still persist, 
and every now and then saccharin is accused of having 
various toxic properties, such as interference with gastric 
digestion, irritation of the kidneys, and production of 
gastric carcinoma. The saccharin controversy was re- 
viewed by Neumann*® and by Lehmann.* These authors 
recorded that human beings had taken huge quantities 
for short periods (for example, 520 grammes in nine days) 
and large quantities for long periods (for example, 
5 grammes a day for five months) without suffering any 
demonstrable ill effects. Lehmann admitted that a few 
cases of intoxication had been recorded, but suggested 
that these were instances of idiosyncrasy such as occur 
with the majority of drugs and foodstuffs. Lehmann 
carried out experiments on mice over a period of two 
years. Animals were fed on amounts of saccharin corre- 
sponding to more than 10 grammes a day for a man, 
while control animals were given large quantities of sugar. 
There was no difference between the two groups as 
regards number of offspring, weight of offspring, or death 
rates. Neumann carried out metabolism experiments on 
man to determine whether saccharin interfered with 
protein metabolism to any measurable extent. The 
authors concluded that experience of the last fifty years 
had confirmed the opinion expressed in 1890, that there 
was no scientific evidence to prove that saccharin had 
any toxic properties. Saccharin appears, indeed, to be 
almost unique among aromatic compounds, in that it has 
a single powerful physiological action—namely, on the 
taste buds—but lacks any other pharmacological or toxic 
action that is demonstrable. 


ROYAL MEDICAL BENEVOLENT FUND 


The customary financial statement of the Royal Medical 
Benevolent Fund, which usually occupies as many pages 
as a novel, and has as much dramatic interest if the 
imagination can only read behind the figures, appears 
this year in a form so attenuated that it must be difficult 
for it to recognize itself. It is a sixteen-page pamphlet 
with an accompanying circular letter from Sir D’Arcy 
Power, the chairman of the committee, testifying to the 
anxiety of the administrators of the Fund lest it should 
unduly suffer in view of the national preoccupation. In 
1939, which was not wholly a war year, subscriptions 
and donations diminished by £735, and although that may 
not seem a large proportion of the £13,000 received from 
the generous supporters of the Fund, it has to be re- 
membered that the appeals grow more numerous and 
urgent in view of the increased cost of living. In 1939 
it was necessary to spend £548 in excess of income. In 
looking at the accounts the remarkable thing is the low 
level of the administrative expenses. 


On June 12 the Council of the British Medical Asso- 
ciation, under the emergency powers given it by the 
Extraordinary General. Meeting of the Association on 
May 16, decided that the Annual Representative Meeting 
summoned for July 19 and 20 be not held ; that the Presi- 
dent continue in office until the next Annual Meeting, 
and that the Chairman and Deputy Chairman of the 
Representative Body continue in office until the next 
Annual Representative Meeting. 


* Neumann, R. O. (1925). Arch. f. Hyg., 96, 265. 
«Lehmann, K. B. (1929). Ibid., 101, 39. 
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THE NATION’S LARDER IN WARTIME 


This is an abridged version of one of a series of lectures recently delivered before the 
Royal Institution* 


MEDICAL ASPECTS OF THE USE 
OF FOOD 


BY 


Major-General Sir ROBERT McCARRISON, 
C.LE., M.D., D.Sc., LL.D., F.R.C.P. 


The medical aspects of the use of food are manifold, and 
include such matters as food allergy, food poisoning, 
microbic and parasitic agents conveyed to man in food, 
and the treatment of disease by food. I shall confine 
myself to the relation of food as a whole to the preserva- 
tion of health, the constituents of a properly constituted 
diet, the relation of such constituents to the structure and 
functions of the living body, and the effects of the inade- 
quate supply or utilization of these essentials in causing 
disease. 


Food may be defined as anything which when taken 
into the alimentary tract provides, on digestion, materials 
for the energy requirements, growth, maintenance, repair, 
and regulation of the vital activities of the body. The 
materials are many: proteins, fats, carbohydrates, 
minerals, vitamins, pigments, blood-forming substances, 
extractives, and flavouring matters. The food must also 
contain a certain amount of roughage to stimulate in- 
testinal movements, and there is something, again, in the 
freshness of food which gives it a health-promoting 
influence. No single foodstuff contains all these properties. 
Even milk, which is the nearest approach to a complete 
food, lacks one and may lack more of them. A properly 
constituted diet is such a combination as contains them 
all in proper quantity and proportion. 


Natural Foodstuffs 


In order to learn what a properly constituted diet is 
we may consider the diet of the peoples of India, as it 
was among them that most of my own work was done. 
With the exception of the races whose staple article of 
food is rice—the nutritive value of which is usually debased 
by various treatments before use—the Indian peoples 
have national diets composed of the unsophisticated food- 
stuffs which their fields and pastures provide. Some of 
the peoples of Northern India are unsurpassed for per- 
fection of physique, powers of endurance, and resistance 
to disease. Others, particularly the rice-eating races of 
the west and south, are of poor physique, low powers of 
endurance, and subject to much disease. Maladies such 
as tuberculosis, leprosy, dysentery, and many others are 
more common in the south and east than in the north. 
McCay came to the conclusion that food was the all- 
important determining influence, and the conclusion has 
been confirmed by the results of my own experiments. 


[Here Sir Robert McCarrison described his well-known 
experiment with young rats, groups of which were fed on 
one or other of the chief national diets of India, proving 
that good or bad physique, as the case might be, was due 
to good or bad diet, all other things being equal.] 

‘The best diet was found to be one similar to that used 
by certain hardy, agile, vigorous races of Northern India 
—a diet composed of freshly ground whole-wheat flour 





* The lectures will be published in extenso by Messrs. G. Bell 
and Sons, Ltd., of York House, Portugal Street, W.C.2. 


made into cakes of unleavened bread, milk, butter, pulses, 
fresh green leaf and root vegetables, and fruit, with meat 
occasionally. Many other experiments were made which 
showed that when previously healthy animals were fed on 
improperly constituted diets, such as are habitually used 
by human beings, they developed many of the diseases 
from which these human beings tend to suffer—diseases 
of the bony framework of the body, of the skin and 


membranes, of the glands, of the gastro-intestinal tract, | 


of the lungs, of the nerves. All these were produced in 
animals under experimental conditions by feeding them 
on faulty human diets. 


A properly constituted diet is one made up of whole 
cereal grains, milk and its products, pulses, green leaf 
and root vegetables, fruit, with eggs or meat, or both, on 
occasion. The dependence of health on a diet composed 
of these natural foodstuffs or others of like nutritive value 
is the essence of the whole matter of food in relation to 
health and of food deficiency in relation to disease. It 
relieves the layman, or for that matter the doctor, of all 
or nearly all anxiety as to whether the food contains this 
or that constituent. It provides both for essential con- 
stituents of food already known and for ‘those not yet 
known. There is, however, this proviso—that the food- 
stuffs must be produced on soils that are not themselves 
lacking in essential mineral and other substances, nor 
themselves rich in substances harmful to the body. An- 
other proviso is that, owing to lack of sunshine at certain 
seasons of the year in this country, and to the sparse 
distribution of vitamin D among foodstuffs, it is necessary 
to add cod-liver oil or halibut-liver oil to the list given 
above. 

For many years it was thought that proteins, minerals, 
fats, and carbohydrates sufficed for the growth, mainten- 
ance, repair, and energy requirements of the body. It is 
now known they do not suffice, and with new analyses 
and methods of investigation many other essential consti- 
tuents of food have been found. Nevertheless, this older 
knowledge showed the fundamental relations of energy- 
yielding constituents to vital processes, also the importance 
of the protein factor in nutrition, and this older know- 
ledge still stands. 


The Vitamins 


[Sir Robert McCarrison gave a brief account of the 
history of the discovery of vitamins and the descriptions 
attached to them.] 

For some years following the discovery of vitamins and 
of their deficiency in the food as the cause of the maladies 
now known as the deficiency diseases, certain limiting 
terms—anti-this and anti-that—were attached to them. 
But further research showed that they had much else to 
do besides the prevention of these diseases. It is this 
““much else” that concerns us, forsthese maladies result 
from the complete or almost complete absence of the 
respective vitamins from the food, a contingency rarely 
met with in this country. It is not with complete but 
with partial deficiency that we are chiefly concerned. 
This partial deficiency is relatively common, certainly 
among the poorer classes, and it is becoming generally 
recognized that much subnormal health and development 
and even incidence of disease are associated with it. 
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It is well, therefore, to have a working knowledge of 
the functions of the more important vitamins and minerals 
and of the effects on the body of their insufficient supply 
or utilization. For just as the knowledgeable gardener 
knows when his plants are not thriving for want of some 
nutrient, so should the knowledgeable’ parent know when 
her children are not thriving for the same reason. It is 
extraordinary how quickly one’s powers of observation 
grow in this respect. I find myself saying of this or that 
child or young person: You need lime, you iron, you 
vitamin B,, you vitamin A, you vitamin C, and you all 
of them. 

Vitamin A is essential to growth and development of the 
young. It maintains the normal structure of mucous 
membranes, protecting them against infection. It controls 
the content of visual purple in the retina and has impor- 
tant relations to the enamel-forming organs of the teeth 
and to the structure of the blood, bone marrow, certain 
glands, and the nervous system. Its deficiency gives rise 
to poor growth of the body, eye affections, night blindness, 
dry or scaly skin, enamel-poor teeth, and to inflammatory 
states of mucous or other membranes. Rich sources of 
the pre-formed vitamin are animal fats, cod-liver oil, milk, 
butter, cream, liver, egg, and herring. Rich sources of 
its precursor—carotene—from which it is formed in the 
body itself, are carrots and fresh green vegetables. 


Vitamin B is a complex of many vitamins. Vitamin B, 
—now known as aneurin or thiamin—is necessary for the 
structural and functional efficiency of the nervous system ; 
consequently its adequate supply is essential to all neuro- 
muscular activities, including those of the heart, the 
stomach, and the bowels. The structural and functional 
efficiency of the adrenal gland depends largely upon it. 
It is related in a specific way to carbohydrate metabolism 
and is essential to growth. When absent from or very de- 
ficient in the diet the disease known as beriberi arises. Its 
insufficient consumption or utilization may give rise to 
anorexia, poor growth, lack of vigour, fretfulness or 
nervousness, cardiac and bowel irregularities, and neuritis. 
The chief sources of vitamin B, are yeast, marmite, whole 
cereal grains, egg yolk, liver, fresh green vegetables, and 
tomatoes. The body, in the course of its chemical 
activities, uses up the vitamin and does not store it to any 
extent: its constant and liberal replacement is therefore 
necessary. The chief cause of its insufficiency in the 
diets of our people is the almost universal use of white 
flour, from which it is lacking, in preference to whole-meal 
flour, in which it is abundantly present, and the excessive 
consumption of vitaminless sugar. 

The other fractions of the vitamin B complex may be 
grouped together. Their functions include the activation 
of combustion processes, the promotion of growth, blood- 
forming activities, and a very important contribution to 
the maintenance of health of the skin, the mucous 
membranes, the gastro-intestinal tract, liver, heart, nervous 
system, and mind. One or more fractions are concerned 
in preventing pellagra ; another appears to have something 
to do with the prevention of cataract; and a third has 
blood-forming functions. Deficiency may give rise to 
buccal, lingual, and gastro-intestinal ailments and to 
anaemia. The chief sources of the complex are yeast, 
liver, kidney, muscle meat, egg, milk, and green vegetables. 

Vitamin C (ascorbic acid) has an important part to play 
in the chemistry of oxidation-reduction processes. It 
maintains the structural integrity of the cement substance 
which holds the cells of the body together. Consequently 
it has a close concern with the structural integrity of the 
capillaries, bones, teeth, gastro-intestinal tract, and mucous 





membranes. Its absence from the diet gives rise to 
scurvy. Its insufficient supply may cause haemorrhage 
into, or easy bruising of, exposed parts of the body, 
sallowness and unhealthiness of the skin, imperfections of 
the teeth, fragile bones, unhealthy gums, and gastro- 
intestinal disorder. Rich sources of the vitamin are 
parsley, chillies, orange and lemon juice, green leaf 
vegetables, and potatoes. 

Vitamin D (calciferol) controls the absorption and 
utilization of calcium and phosphorus. Its adequate 
supply is therefore of the utmost importance to the normal 
structure of the bones and teeth. Its deficiency gives rise 
to rickets, dental disease, and to slow healing of fractures. 
It is sparsely distributed among foodstuffs, occurring in 
considerable quantities only in fish oils, egg, liver, milk, 
and butter, and therefore it is deficient in the diet of 
many people. 

Vitamin E is the so-called “ anti-sterility vitamin,” but 
it has other relations besides those to reproduction. It is 
indispensable to growth and to bodily functions generally. 
Research tends to connect it with the pituitary body, that 
master-gland of the endocrine system. Its chief source 
is wheat-germ oil. 

The other vitamins I must pass by with the general 
remark that between them they contribute a considerable 
share to the health of the skin, the efficiency of the 
functions of reproduction and lactation, the maintenance 
of the normal composition of the blood, the prevention 
of haemorrhage, and the promotion of growth. 


Mineral Constituents 


The mineral constituents of food consist of some twenty 
elements, of which eleven are known to be essential to 
vital processes. In general their functions are to provide 
building materials for the fabric of the body and to 
regulate various functions. Some enter into the com- 
position of all cells; others form the major part of the 
skeleton and teeth. In fulfilment of their regulating func- 
tions they have various parts to play: all are concerned 
in controlling the normal exchanges of body fluids and 
the permeability of the cell membranes; some maintain 
and regulate the neutrality of the blood, others the 
normal contractility of the muscles and excitability of 
the nerves; some enter into the composition of the 
digestive juices, others take part in the transport of 
oxygen from the lungs to the tissues and of carbon 
dioxide from the tissues to the lungs, thus making oxida- 
tion processes possible. Indeed, the more the mineral 
constituents of food are studied the more important is 
their role in nutrition found to be. 

From the point of view of dietary construction four 
of these mineral elements—calcium, phosphorus, iron, 
and iodine—are of outstanding importance, not only 
because of their own functions but because they are 
those most likely to be present in the average diet in 
insufficient quantities. In the diet the amounts of these 
minerals should be adjusted with the same care as is 
given to those of proteins, carbohydrates, fats, and 
vitamins, and in estimating the quantities of essential 
components in any diet the calculations should always 
include these four elements. By making provision for 
their ample supply no serious deficiency of any other 
mineral essential is likely to arise. 

Calcium is a chief constituent of the bones and teeth. 
It controls the contractility of muscle, and the rhythmic 
beat of the heart depends to a great extent upon it. It 
maintains the normal response of the nerves to stimuli, 
preventing their hyper-irritability, preserves the clotting 
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power of the blood, and sustains the capillary circulation. 
Calcium is made use of in the body to the extent of 
about 0.68 gramme daily, but to allow a fair margin the 
food should provide at least one gramme a day, and even 
more for expectant mothers and growing children. The 
insufficient supply of calcium is one of the commonest 
of all food faults in this country. It is difficult for the 
growing child under modern conditions to obtain enough 
calcium unless the diet contains at least a pint of milk 
a day. The diet of pregnant women is often dangerously 
low in calcium. Recent researches in America have 
shown that such women need 1.6 grammes daily; often 
they do not receive one-half of this amount. Deficiency 
leads, in growing children, to imperfect building of bones 
and teeth, to rickets and all its attendant consequences, 
and to malformation or mal-alignment of the vertebrae. 
Not infrequently the normal calcium content of the blood, 
on which so many bodily activities rely, is being main- 
tained at the expense of decalcification elsewhere—of 
teeth, alveoli, and bones. Want of calcium leads also 
to nervous excitability and to tetany, to impaired muscular 
activity, and to disturbance of cardiac rhythm and of 
the neutrality of the blood. Foods rich in calcium are 
(weight for weight and in descending order of richness) 
cheese, turnip-top greens, black treacle, almonds, water- 
cress, dried figs, egg yolk, milk, beans, lentils, oatmeal, 
turnips, whole wheat, and green leafy vegetables. 

Phosphorus is an essential component of the nuclei of 
all cells, and therefore plays a conspicuous part in all 
cellular activities. It should be provided in the diet to 
the extent of 1.5 grammes daily, and increased during 
pregnancy. Deficiency may lead to stunting of growth, 
poor bone formation, softening of bone, a type of rickets, 
tooth decay, disturbance of neutrality of blood, and 
depression of vital processes generally. Foods rich in 
phosphorus are cheese, egg yolk, oatmeal, lean meat, 
chocolate, almonds, nuts, dried peas and beans, whole 
wheat, liver, milk, fresh beans, spinach, brussels sprouts, 
currants, raisins, and potatoes. 

Iron is also concerned in the control of all cellular 
activities. It is a component of haemoglobin, the carrier 
of oxygen from the lungs to the tissue cells. The diet 
should contain at least 15 milligrammes of iron daily, 
increased to 20 during pregnancy. It is estimated that 
the iron content of the average diet in this country is 
rarely more than 100 milligrammes, frequently as low 
as 5. In these circumstances anaemia is likely to arise. 
Foods rich in iron are lentils, egg yolk, liver, dried peas 
and beans, black treacle, oatmeal, whole wheat, dried 
currants, almonds, turnip-top greens, spinach, dried 
prunes, dates, figs, and raisins. 


Iodine is an essential constituent of the thyroid gland 
and of its “active principle, thyroxine. In normal cir- 
cumstances the daily requirements of iodine are about 
one-thousandth of a milligramme. Growing children and 
pregnant and lactating women need more of it than 
others. Its deficiency or inadequate absorption or utiliza- 
tion gives rise to goitre and its tragic sequel, cretinism, 
in which bodily and mental development are gravely re- 
tarded. Foods rich in iodine are sea foods, cod-liver oil, 
eggs, goat’s milk, fresh vegetables, and some condiments. 


The Function of Proteins 


Apart from water, proteins are the most abundant con- 
stituents of living cells. Their chief role in the body is to 
provide materials for its growth and for the repair of its 
tissues. Their continuous supply is, therefore, necessary, 
and this supply must be of the right kind, to furnish the 


—————e 
requisite amino-acids, derivatives of proteins, from which 
the various tissues are built up. Besides their function 
as providers of building materials they also furnish 
certain amount of energy. They are the source from 
which the body elaborates some enzymes or ferments, 
‘such as those concerned in the digestive processes, and 
catalytic agents needed for the speeding up of chemical 
processes. 


The daily requirement of the body for proteins is ap. 
proximately one gramme per kilogramme of normal body 
weight. More than this is an undesirable excess. Sources 
of them among animal foods are milk, meat, glandular 
organs, eggs, and fish; and among vegetable foods, 
legumes, whole cereal grains, seeds, nuts, and green vege. 
tables. Those derived from animal sources are, in 
general, more suited to the needs of the human body than 
those derived from vegetable, but it is not necessary that 
the protein requirements of the body should be derived 
mainly from animal sources; it is sufficient if one-third 
is so derived. Nor is it necessary that “ good ” proteins 
as distinct from second-class should be derived from meat, 
Those of milk are among the best of all proteins and well 
able to leaven the whole lump of those derived from 
vegetable foods. For this reason, among others, the use 
of milk and cheese as articles of diet should be greatly 
extended. Much greater use should also be made of the 
better-class vegetable proteins, such as those of the soya 
bean and whole wheat, and much less use of the flesh 
of animals. 
use of meat as the main source of proteins is as un- 
economical as it is unnecessary—but where flavour is, 
there will desire be also. 

Insufficient ingestion, absorption, or assimilation of 
proteins, or of proteins of the right kind, will tend to 
degradation of vital processes—a degradation manifested 
in stunting of growth, poor physique, lack of energy, 
resource, and initiative, digestive disturbances, and im- 
paired action of glandular organs. To these may be 
added a lowered resistance to infection. Severe degrees 
of protein starvation, associated as they often are with 
want of food in general, may give rise to a condition 
known as “ malnutritional oedema,” ‘“ war oedema,” of 
“famine oedema,” in which the body, in part or in whole, 
becomes water-logged. 


Protective Foods 


It will have been noted how frequently the names of 
certain foodstuffs—such as milk, green and root vege- 
tables, and whole cereal grains—recur in the lists I have 
given of those rich in vitamins, minerals, and proteins. 
These are the protective foods, so called because they 
are rich in those substances which protect the body or 
its constituent parts against disturbance of structure or 
of function, or of both—that is to say, against disease. 
It is these foodstuffs which must be brought within the 
financial reach of everyone in the country and used by 
everyone if health is to be maintained. The last war 
resulted in a great increase in knowledge of the relation 
of food to nutrition and health ; the present war already 
demonstrates the need to apply it—a need which day by 
day becomes more urgent. 

Many factors interfere with the adequate supply or 
utilization of essential nutrients. Poverty, ignorance, in- 
difference, habit, soil deficiencies, sophistication of natural 
foodstuffs, bad cooking, fads and fancies—all may inter- 
fere with adequate supply. Gastro-intestinal disorder 
and other bodily conditions may interfere with adequate 
utilization. In the presence of gastro-intestinal disorder 
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defective utilization becomes dominant. Inadequate 
supply may itself impair appetite and set up gastro- 
jntestinal disorder, thus interfering with utilization and 
establishing a vicious circle. It is rare that we have to 
deal only with a single deficiency in the diet. It is 
more usual for deficiencies to be multiple, and more 
usual still for multiple deficiencies—whether of vitamins 
or minerals or both—to be associated with the excessive 
richness of the food in carbohydrates. Thus the mani- 
festations of ill-health resulting from the faulty food are 
compounded of the several effects of varying degrees of 
vitamin and mineral deficiency on the one hand and of 
carbohydrate excess on the other. Nor is this all, for 
infection by microbic agents usually contributes to the 
general morbidity. 
Dietetic Malnutrition 


Malnutrition produced by faulty food should be spoken 
of as “dietetic malnutrition.” It is widespread in its 
distribution, and is preventable only by readjusting our 
ways of life—social, agricultural, and economic—so as 


‘to ensure for everyone a diet that will satisfy physio- 


logical needs. Owing to the substitution of artificial feed- 
ing for mother’s milk infants become subject to gastro- 
intestinal and pulmonary disease, to which they frequently 
succumb. Fretfulness, restlessness, anaemia, imperfect 
calcification and growth are other symptoms. of mal- 
nutrition in infants. In early childhood malformation 
of the bones, dental defects, and abnormalities of the 
pharynx are alarmingly common and are consequences of 
dietetic malnutrition and faulty nurture. Consequent on 


malnutrition, children of this age have a lowered resistance 


to infections, are poorly grown, under height and weight, 
and have nervous systems that lack stability. 

During adolescence the lowered resistance of the mal- 
nourished fosters the occurrence of tuberculosis. Girls 
teach womanhood with deformed pelves which make 
child-bearing difficult or precarious, while faulty nutrition 
during pregnancy is a serious menace to both mother and 
child. Middle life and advancing age is for many a period 
of physiological decay and long suffering caused by 
chronic illness. 

So from infancy and childhood through adolescence to 
adult life, dietetic malnutrition, aided often by infection, 
leaves its trail of morbidity, and this although the food 
faults may not be extreme. So long as they are suffi- 
cient in degree to impair the function of nutrition they 
will, sooner or later, directly or indirectly, give rise to 
disease. The constant drip will wear away the stone; the 
constant imperfection of nutrition, though this be relatively 
slight, will wear away the body. This dietetically caused 
imperfection of the function of nutrition and the ailments 
resulting from it can be prevented by the use of a diet 
into which milk and its products, fresh green vegetables, 
root vegetables, particularly potatoes, and whole cereal 
grains, either in the form of oatmeal or of wholemeal bread, 
or both, largely enter. Thus we arrive, though by another 
path, at the same conclusion to which Professor J. C. 
Drummond's historical survey’ had led us. 


—_———_. 





1 British Medical Journal, June 8, p. 941. 


The Educational Advisory Board of the British Social 
Hygiene Council is arranging a summer school for teachers 
to be held at Westminster College. Cambridge. during 
August 1-8. The school is to focus on “Social Biology in 
the School: Wartime Problems.” Further information can be 
Obtained from the Education Office. Educational Advisory 
Board, Tavistock House South, Tavistock Square, W.C.1. 


TRENCH NEPHRITIS 
IMPORTANCE OF EARLY DIAGNOSIS 


A return of war conditions brings with it the possibility 
of nephritis occurring again on a large scale in the Army. 
During the last war, by the end of 1914 and the begin- 
ning of 1915 there was already a high incidence of 
nephritis in all the armies except those operating in 
warm climates. It soon became clear that it was not 
a new form of nephritis but the familiar diffuse 
glomerulonephritis as seen under peace conditions. The 
common aetiological factor appeared to be cold and 
damp. It was commoner in the infantry than in other 
branches of the Services and occurred mostly among 
men in the trenches. 


Volhard’ has recently given a valuable survey of the 
subject. As in the familiar forms of nephritis, there is 
usually a febrile illness starting with a chill and short 
period of fever two or three weeks before the nephritic 
symptoms appear. This illness is probably of strepto- 
coccal origin and the upper respiratory tract is nearly 
always affected, especially the tonsils, though there may 
sometimes be bronchitis or even bronchopneumonia. 
Occasionally the nephritic symptoms appear suddenly 
immediately after exposure to cold or damp. Clinically 
the nephritis is characterized by a great tendency to 
oedema, and the blood pressure, where taken, has been 
high from the beginning.  Pathologically the essential 
lesion appears to be damage to the renal circulation, 
causing ischaemia of the kidney. The body reacts to 
this by a rise of blood pressure associated with general 
contraction of the vessels. There is, therefore, a reduc- 
tion in the urinary volume, which may lead to a 
temporary increase of non-protein nitrogen and other 
retention products in the blood. The Jater morpho- 
logical changes in the kidney are the result of the general 
vasoconstriction. The fall of blood pressure in favour- 
able cases denotes the passing off of the ischaemic pro- 
cess and is soon followed by diuresis and a reduction or 
disappearance of the albumin in the urine. Treatment 
must therefore be directed to bringing down the blood 
pressure as soon as possible so that the kidney does not 
remain in an ischaemic state and pass on to the stage 
where the pathological changes are no longer recover- 
able. Volhard restates the description of the disease and 
its treatment which he gave in 1916, and this seems to be 
worth summarizing in view of the possible importance 
of the malady within the next few months. 


Essential Features of the Disease 
1 


War nephritis is an acute diffuse glomerulonephritis with 
great tendency to healing. 
2 
Chronic diffuse nephritis and secondarily contracted kidney 
are the result of acute nephritis which has not healed in its 
early stages. This development is usually preventable. 


3 
The acute disease is curable so long as the histological 
changes in the kidney remain of a reversible nature. 


4 


It therefore follows that treatment must be begun as early 
as possible. 


2 Dtsch. med. Wschr., 1939, 65, 1649. 
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5 


The essential lesion is renal ischaemia leading to high 
blood pressure. 


6 


Death in the acute stage must always be prevented. 


7 


The clinical picture of the acute stage is made up of four 
factors, each of which has a danger for the patient: 

(a) Oedema depends not on damage to the renal function 
but on abnormal permeability of the vessels. High-grade 
oedema is occasionally dangerous (larynx, lungs, brain) and 
must if necessary be removed mechanically. Prevention con- 
sists in a strict limitation of the intake of salt and water by 
* hunger-and-thirst treatment.” 


(b) The rise of blood pressure leads to danger of cardiac 
failure, which is the commonest and greatest danger of the 
acute stage. This is often most marked in the cases with 
least oedema. The signs are shortness of breath, increase 
of venous pressure, enlargement of the heart and liver, and 
hydrothorax. The commonest cause of these symptoms is a 
too liberal fluid intake. Prevention again consists of limita- 
tion of fluids. In cases of urgency a venesection of at 
least 300 c.cm. should be made and an _ injection of 
Strophanthin given. 

(c) Eclamptic symptoms do not depend on renal function 
or uraemia but on oedema or swelling of the brain. Signs 
of cerebral pressure such as slowing of the pulse, headache. 
vomiting, drowsiness, and papilloedema are danger signs and 
may precede an actual convulsion. Treatment is by venesec- 
tion. lumbar puncture, and chloral per rectum. 

(d) There is danger of uraemia when there is pronounced 
oliguria or anuria. The treatment is decapsulation of the 
kidney if the anuria lasts for three days. 


These dangerous symptoms can mostly be avoided by a 
strict hunger-and-thirst cure in the early stages. For three 
to five days the patient receives no food and only two cups 
of tea in twenty-four hours ; thereafter he is given a salt-poor 
lacto-vegetarian diet until the oedema has _ disappeared. 
Acceleration of the renal circulation can be achieved after 
these fasting days by the sudden administration of a large 
quantity of fluid. One and a half litres are given and the 
half-hourly urine excretion is measured. If this fails on the 
first attempt, or has only a poor effect, it can be repeated 
the following day. Usually a big diuresis is achieved and 
the blood pressure rapidly falls. Unless the blood pressure 
falls the nephritis cannot be said to have healed. 


9 


It is of supreme importance that the patient should be 
treated in bed from the first. Nothing influences the prog- 
nosis more seriously than inefficient or ambulatory treatment 
during the first few days or weeks. 


10 


Early diagnosis is therefore essential and blood-pressure 
measurements necessary. The urine should always be 
examined in cases of febrile illnesses. 


11 


Diffuse nephritis should not be confused with haemorrhagic 
focal nephritis, in which there is no oedema or rise of blood 
pressure. 

12 


Soldiers and R.A.M.C. personnel should be taught the 
meaning of oedema so that it is reported immediately and not 
mistakenly treated by massage. 





es, 


Conclusion 


The end-results of war nephritis have shown that scarcely 
50 per cent. have fully recovered. The disease is therefore 
serious. Sometimes healing does not take place until a 
focus of sepsis, such as the tonsils, has been removed. 
Volhard considers that unless the blood pressure has returned 
to normal in about four to six weeks chronic nephritis will 
probably eventually develop, which again stresses the im- 
portance of early treatment. Finally, he suggests that these 
cases should be concentrated in special wards and hospitals 
under physicians experienced in renal disease. Blood-pressure 
apparatus is essential, but no great laboratory facilities are 
necessary. Renal function can be tested by simple concen- 
tration tests. Even a microscope can be dispensed with, 
Medical officers should be reminded of the early symptoms of 
nephritis, and especially that dyspnoea, suggestive of cardiac 
failure, may be one of the first manifestations. 





SCIENTIFIC TREATMENT OF DELINQUENCY 


At the annual general meeting of the Institute for the Scien- 
tific Treatment of Delinquency Dr. Edward Glover, the chair- 
man of the Scientific Committee of the Institute, spoke on 
the work of the psychopathic clinic as affected by the war. 

The psychopathic clinic, which in 1938 received 166 new 
patients, most of them from the courts, was closed at the 
outbreak of war, most of the patients being referred back to 
the appropriate officials and in some cases to a suitable and 
still available psychiatric clinic nearer to their homes. Towards 
the end of October, however, the clinic was reopened with a 
skeleton staff to examine and report on cases and help in 
their disposal. Treatment was not at first considered practical, 
partly owing to the lack of staff called up for war service, 
and partly because there was so much uncertainty whether 
treatment, once begun, could be completed. Later it was 
found possible to institute short methods of treatment with a 
skeleton staff, and the number of cases referred are now 
up to pre-war level. * The delinquents or pre-delinquents 
(behaviour cases) now coming forward are younger than the 
usual run of patients. This is explained by the calling up of 
those of rather older age for military service and also by the 
difficulty of providing evening treatment when older patients 
could attend. The concentration on cases suitable for shorter 
treatment, again, has meant that these are mostly young 
persons. A full investigation is made, a short psychological 
treatment given where possible and desirable, and generally 
some social adjustment is made, such as finding foster-parents, 
new lodgings, or new work. The methods are more akin to 
suggestion, persuasion, and re-education than to deep analysis, 
but Dr. Glover said that it was the experience of those con- 
cerned that a knowledge of deep mental mechanisms is of 
great use whatever the method employed may be. 

The annual report. which was adopted at the meeting, 
mentioned that other war activities of the Institute had 
included a course of lectures for the University of London 
Diploma in Social Studies. The Institute takes pride in being 
one of the first of the psychiatric clinics, having been closed 
by the war, to reopen, and in doing so it believes it has done 
much to aid the revival of this work in wartime London. 
Research is handicapped by inadequate financial support, but 
is is mentioned that Dr. Emanuel Miller is completing on 
behalf of the Institute a research into problems arising from 
the evacuation of children. 
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The Ministry of Health draws the attention of medical 
officers of sanatoria and other hospitals to the fact that the 
Ministry of Supply has issued a Direction under the Control 
of Paper (No. 16) Order, 1940, prohibiting the manufacture 
of paper handkerchiefs after the end of June. Hospitals and 
institutions which have been accustomed to use considerable 
quantities of these should therefore take steps to purchase 
supplies while they are still available. 
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SPECIAL SURGICAL CENTRES FOR WAR 
CASUALTIES 


In December last the Ministry of Health (Circular E.M.S. 
1.94) notified Group and Hospital Officers and Consultant 
Advisers of the Emergency Medical Service of the arrange- 
ments it had made for establishing special surgical centres 
for the treatment of facio-maxillary, head, chest, and 
orthopaedic cases. It was emphasized that there should 
be no hesitation on the part of medical superintendents to 
transfer suitable cases, since the success of treatment 
depended on the casualties reaching centres where specialist 
skill and equipment were available at the earliest possible 
moment. The circular stated that the types of case to be 
sent to orthopaedic centres should be fractures : deformi- 
ties of the extremities and spine ; diseases, derangements, 
and disabilities of the joints, including the spine; and 
injuries of peripheral nerves. 

The Ministry has again drawn the attention of Group 
and Hospital Officers to the need, now that a considerable 
number of war casualties are being admitted to E.M.S. 
hospitals, for transferring cases to these special centres 
when such transfer can be carried out without risk to the 
patient. “Early transfer,” the Ministry’s letter states, 
“should be considered in all types of case, and is especially 
desirable in maxillo-facial cases or in patients for whom 
plastic surgery may be needed.” Should advice be 
required as to the line of treatment to be adopted or if 
there is any doubt of the need for or desirability of 
transferring the case, the assistance of the appropriate 
consultant adviser should be sought. 

A list of special centres was appended to the earlier 
circular ; this has been amended and is given below: 


Special Surgical Centres 








Facio-maxillary Head Chest Orthopaedic 
LONDON | Hill End Emer- | Hill End E.H.} Hill End-E.H. | Hiil End E.H. 
gency Hospital,|] Haywards | Horton E.H. Horton E.H. 
St. Albans Heath E.H. | KingGeorgeV | National 
Victoria Hos- Sanatorium, Orthopae- 
pital, East Godalming dic,Stanmore 
Grinstead Harefield | St. Nicholas, 
* Queen Mary’s, Sanatorium Pyrford 
Roehampton Botley’s Park, 
Park Prewett, Chertsey 
Basingstoke St. Vincent’s, 
Pinner 
: Black Notley 
* This centre is controlled by the Ministry of Sanatorium, 
Pensions Braintree 
Pembury 
County 
Hospitai 
Region 1 | Shotley Bridge | Gateshead | Gateshead | Stannington 
E.H. E.H., Stan- E.H. Sanatorium, 
nington Morpeth 
Region 2 | St.James.Leeds | Fullwood | Wakefield | Wakefield 
(Jaw only) annexe, E.H. E.H. 
Sheffield 
Region 3 Harlow Wood 
Orthopaedic 
Hospital, 
Mansfield 
Region 6 Midhurst] Wingfield 
Sanatorium Morris 
Orthopaedic 
Hospital, 
Oxford 
Region 7} Coss ham | Burden Insti- Pt i nce 6.8 
Memorial tute, Bristol Elizabeth, 
Hospital, Exeter 
Kingswood, Winford 
Bristol Orthopaedic, 
Bristol 
Region 8 Whitchurch 
E.R; ar- 
diff 
Region 9 | Barnsiey Hall Barnsley Hall | Barnsley Hall 
a i E.H. E.H. 
pours Robert Jones 
and Agnes 
Hunt Ortho- 
paedic 
Hospital, 
Oswestry 
Region 10 | Baguley Sana- | Winwick | Baguley Sana- | Winwick E.H., 
torium, Man- E.H., War torium Alder Hey, 
chester rington Broad Green Liverpool 
Broad Green 
Sanatorium, 
Liverpool] 
(Jaw only) 
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PHILIPPE RICORD (1800-89) 


To mark the occasion of the fiftieth anniversary of Ricord’s 
death, which took place on October 22. 1889, M. Gilbert Lely, 
a member of the Société Francaise d'Histoire de la Médecine, 
contributes an article to the January issue of the Mercure de 
France on the eminent venereologist. whom Oliver Wendell 
Holmes has designated the “Voltaire of pelvic literature.” 
Philippe Ricord was born on December 10, 1800, of French 
parents at Baltimore. At the age of 20 he went to Paris, 
with the idea of studying law, but after attending a lecture 
by Dupuytren at the H6tel-Dieu he changed his mind and 
determined to take up medicine. He qualified in 1823, and 
after a short period of general practice was appointed professor 
of operative surgery at the Hopital de la Pitié, and in 1831 
became surgeon-in-chief te the H6pital du Midi, where he 
remained until his retirement in 1860. It was here that he 
carried out his epoch-making researches on venereal diseases 
and trained a large number of pupils who subsequently 
became authorities in this branch of medicine. According to 
M. Lely. Ricord was the most popular medical man in the 
nineteenth century. The decorations he had received numbered 
212, exceeding those of Bismarck and Thiers. so that Queen 
Victoria, on seeing him at the head of the National Guard on 
her visit to Paris in 1855, inquired who was the distinguished 
field-marshal who had been in so many campaigns. 

Ricord is best known for his description of the three stages 
of syphilis and for his differentiation of this disease from 
gonorrhoea. On the other hand. he was mistaken in denying 
the contagiousness of secondary syphilis and in regarding 
gonorrhoea as a disease of spontaneous development. 

As an operative surgeon he invented a new technique for the 
formation of a urethra destroyed by phagedaenic ulceration 
as well as a method of resection of the rectum. He also 
invented several urological and gynaecological instruments, 
and introduced a modification of Récamier’s speculum. His 
chief work was the Traité de Maladies Vénériennes (1838), 
which was followed by Clinique Iconographique de | Hopital 
des Vénériens (1842-51), Lettres sur la Syphilis (1851). and 
Lecgons sur le Chancre (1858). While not regarding him as 
a star of the first magnitude in the medical firmament, to be 
ranked with Fracastor. Harvey, Bichat, or Laennec, M. Lely 
calls Ricord the Descartes of venereal disease, considering him 
as much the father of modern syphilology as Descartes was of 
modern philosophy. J.-D. 





THE MUNIMENT ROOM AT ST. BARTHOLOMEW’S 


Dr. Arnold C. Klebs of Nyon, Switzerland, who a year 
ago made a special journey to New Haven, Connecticut, 
to take a very active part in the celebration of Harvey 
Cushing’s seventieth birthday, himself reached the three- 
score years and ten mark on March 17 last, when his 
friends in his adopted country (the United States) and 
elsewhere marked the occasion by a special number of 
the Bulletin of the History of Medicine (March, 1940), 
edited by Professor H. E. Sigerist of the Institute of the 
History of Medicine of the Johns Hopkins University, 
Baltimore. Among the contributors to this birthday gift 
is Sir D'Arcy Power, some of whose many friends showed 
their affection on a similar occasion some years ago by 
bringing out a volume of his Selected Writings. An 
authority on early books printed before 1500, Dr. Klebs 
would probably also be interested in books before the 
invention of the printing press, and accordingly Sir 
D’Arcy Power has presented him with an account of 
the muniment room at St. Bartholomew's, the oldest 
hospital in London, of which, among other distinctions, 
Sir D’Arcy is the keeper of its archives. The documents 
there are in remarkably good condition and cover a wide 
field—Royal Charters, deeds of gifts, Papal bulls, wills, 
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and other subjects. Founded without any written docu- 
ment, the conjoined priory and hospital was granted 
a charter by Henry I in 1133, but the original deed has 
disappeared, though there is a copy of it in the Cartulary. 
It was confirmed more especially as regards the hospital 
by Henry III in 1253. The earliest document bears the 
date 1137 and is from Rahere, the prior of the convent 
of St. Bartholomew in Smithfield, to Hagno, clerk, of 
the church of St. Sepulchre, he paying fifty shillings a 
year for the benefit of the canons and poor in the hospital. 
From times of emergency—for example, those of Simon 
de Montfort’s rebellion (1265) and the epidemic bubonic 
plague in 1348—there are still several documents wholly 
unconnected with the hospital, so that it would appear 
that the muniment room was sometimes used as a safe 
storehouse, and, the owners having died or been killed, 
the heirs never reclaimed them. During the first 250 years 
there were frequent quarrels between the priory and the 
hospital, as might be expected with the double control, 
but eventually the hospital came out best. The deeds 
in connexion with the sale of the land on which the 
London Charterhouse was built are remarkably complete ; 
the first is an indenture (1370) giving the thirteen acres 
and one rood of land, “formerly called the Spitalcroft, 
but now Newchirchehawe near the Westsmithfelde bar 
at a rent of eight pounds a year”; further documents 
were drawn in 1371 and 1372. 








Reports of Societies 








TREATMENT OF COMPOUND AND INFECTED 
FRACTURES 


At a meeting of the West London Medico-Chirurgical 
Society on May 22, when Dr. Maurice SHaw, the retiring 
president, inducted into the chair the new president, Mr. 
Cecit JOLL, an address on the treatment of compound and 
infected fractures was given by Mr. WATSON Jones. 

The first thing to do, he said, was to treat shock. However 
urgent the operation, if it was performed immediately and 
before the patient had had an opportunity of recovering from 
his shock he might die. The first thing in the treatment of 
shock was the application of warmth and the immobilization 
of the limb. In the past too much attention had been paid 
to the invading organisms and not enough to the tissues them- 
selves. As soon as the patient's condition allowed, operative 
excision of the wound must be carried out. Every scrap of 
devitalized tissue must be removed, the object being to bring 
the wound into such a state that organisms could not survive 
and multiply. In civil life they had become accustomed to 
the distinction between the small punctured wound of the 
fracture compound from within, and the large ulcerated 
wound of the fracture compound from without. In war such 
a distinction was dangerous, for a small punctured wound 
might conceal extensive injuries of the soft tissues beneath. 
Every wound from shrapnel, bomb, or falling masonry should 
be excised and fully explored. Mr. Watson Jones stressed 
that no single layer of the wound should be sutured, except 
perhaps the skin. It had not been generally recognized that 
catgut was a foreign body and should therefore not be buried 
in the wound, where it would be surrounded by a sero- 
fibrinous exudate, forming a pabulum for organisms. Opinion 
was divided on whether the skin should be sutured. In 
civilian practice wounds could usually be safely sutured if the 
patient was seen within six or eight hours of the injury and 
the suturing could be done without tension. But any surgeon 
unaccustomed to treating compound fractures and now having 
to treat them for the first time or after a lapse of many 
years should not suture the skin in any case. The safest 


treatment of any compound fracture was thorough excision of 
the wound, which was then lightly packed with gauze and 
covered with a plaster. 
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Blood Transfusion in General Practice 


Sir,—I was most interested in Dr. Guy Bashford’s technique 
of blood transfusion (June 1, p. 901), which he describes as 
being possibly the only method applicable in general practice, 
I should therefore again like to draw attention to a method | 
use which I consider to be much simpler in every detail and 
particularly suitable for general practice, in distant expedi- 
tionary forces, and in ships. It has none of the disadvantages 
described in Dr. Bashford’s article, and it can be used 
single-handed and for continuous administration. The method 
of grouping can be carried out in a few minutes without 
waiting for the separation of serum from the patient’s blood, 
The sterilization of instruments, etc., is not done in the 
patient's home, and the patient and donor do not see each 
other. It is only necessary to control one arm and maintain 
one needle in a vein instead of two at the same time. The 
transfusion, once started, runs automatically, and, unlike the 
Jubé syringe, cannot work stiffly or in a reverse direction, 
This method is as easy to work aseptically in a cottage as in 
a hospital. 

The whole outfit, which I carry in a small Gladstone bag, 
consists of: (1) A blood-grouping set. (2) A Baxter trans- 
fuso-vac donor and transfusion set in a small sterilized 
drum. (3) A Baxter transfuso-vac. This contains the re- 
quired amount of sterile sod. cit. solution in a vacuum. (4) 
A tourniquet, preferably Harrison’s pneumatic. (5) A small 
minor operation set with local anaesthetic in case one has to 
cut down on the vein. The grouping set consists of the 
following articles: (1) An ounce drop-bottle containing 1 per 
cent. sod. cit. in normal saline ; (2) a stand containing twelve 
small test tubes with rubber stoppers made for me by Hume 
of Cardiff; (3) a small bottle of ether with a needle in the 
cork ; (4) a thin piece of rubber tubing about 9 in. long to 
facilitate the flow of blood from the finger: (5) two or three 
platinum loops and a few glass slides. 

A few drops of blood are collected into a test tybe con- 
taining about 1 c.cm. of normal saline and citrate solution; 
the blood could thus be kept for several days if necessary. 
With the aid of a platinum loop the corpuscles can _ be 
matched on a slide against serum Moss A and B._ The 
result can be read in thirty seconds without the aid of a 
microscope. I carry a watchmaker’s lens, but this is not 
really necessary. Cross-grouping against the patient’s serum 
can also be done. 

The blood from a suitable donor is now collected into a 
Baxter transfuso-vac. This is made much easier if a little 
intradermal anaesthetic is used and a tourniquet applied at 
about diastolic pressure. The blood. which is hermetically 
sealed, should be well mixed for three minutes, and could 
be kept in a refrigerator at about 4° C. for about two weeks 
if not wanted immediately. The blood can be given to the 
patient by cutting the rubber cap off the transfuso-vac, thus 
releasing the vacuum. The donor set is inserted, and the 
blood is given by the drip method, care being taken to fill 
the tube slowly. I have used several methods of blood 
transfusion, but I consider that this is the most fool-proof.—I 
am, etc., 

J. T. Rice Epwarps, F.R.C.S.Ed., 
Honorary Surgeon, Royal Gwent Hospital. 
Newport, May 30. 


Emergency Blood Transfusion Services 


Sir,—Dr. S. C. Dyke’s letter (June 1, p. 908) raises a point 
which has engaged the attention of many’ provincial centres, 
where the limited number of donors and the difficulties and 
disadvantages of stored blood make any scheme based on 
storage impracticable. In the London area, where there are 
almost unlimited numbers of donors and adequate staffs to 
deal with them, the problem is entirely different from that 
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which confronts the provincial centres. Assistance for these 
centres from the Ministry, comparable to that given to 
London, would be a very costly and slow process, and in my 
opinion would result in services less effective than those 
organized in different areas by the local men, conversant 
with the facilities available in their own districts. 

The objections to collecting blood immediately after an 
emergency, when transport may be disorganized and personnel 
otherwise employed, are great, but with thorough co-operation 
between hospitals and standardization of apparatus issued to 
the hospitals in any given area a very useful system can be 
built up quickly and simply. Such a service has been 
organized for the City of Portsmouth and the surrounding 
districts, and, while it has not yet been put to the test of an 
actual emergency, there is good reason to believe that its 
very simplicity will produce satisfactory results. Briefly, the 
scheme is as follows: 

A central office is established at one of the hospitals in the 
group, and from this office equipment is issued and constant 
contact maintained with the other hospitals. Records of all 
donors in the area are kept here, together with the particu- 
lars of the local Women’s Voluntary Service drivers, and the 
assistance of a competent clerk is highly desirable. Imme- 
diately after the “ All clear” following a raid in which bombs 
have been dropped in the area, groups of donors chosen for 
their proximity to the various hospitals in the scheme make 
their way without further instruction to their hospitals of 
allocation. Here they are received by staffs ready to with- 
draw blood should casualties have resulted from the raid. 
Meanwhile other donors are collected by car from different 
districts by members of the Women’s Voluntary Service, 
instructed from the central office as the occasion demands, and 
these donors can be ‘distributed to any hospital in the area 
not too busy with casualties to withdraw blood. When 
taken, the blood is transported, again by W.V.S. members, to 
those hospitals whose staffs are too fully taken up with 
casualties to use their own donors. The standardization of 
apparatus makes this simple in practice, and by co-ordinating 
all hospitals in the area—voluntary, cottage, and municipal— 
it should be unlikely that adequate supplies of freshly drawn 
blood would be withheld from any centre needing it but too 
busy to bleed their own donors. 

The omission, for the sake of brevity, of the many details 
so obviously essential to the working of such a scheme may 
have the effect of minimizing the value of the plan outlined, 
but if any of your readers are interested in the possibilities of 
organizing a similar service in their districts I should be 
happy to send them a fuller and more detailed account of the 


service as now in actual being in Portsmouth and district 


and particulars of the simple and efficient standard apparatus 
used.—I am, etc., 
R. A. ZEITLIN, 


Deputy Medical Superintendent, 


Portsmouth, June 5. r 
St. Mary’s Hospital, Milton. 


Mass Radiography 


Sin.—The article on mass radiography (Journal, June 1, 
p. 879) by Dr. F. J. Bentley and Dr. Z. A. Leitner has been 
published at the moment when all thoughts are forcibly 
turned towards preparedness and equipment for war. It 
appears probable that about 1 per cent. of recruits now 
accepted should actually be rejected as suffering from active 
or latent pulmonary tuberculosis; now this makes the 
formidable total of 20,000 out of the two million men now 
registered. 

As a small contribution to the study of this subject I 
have investigated in some detail twenty-nine cases of pul- 
monary tuberculosis sent home from the western front 
between December, 1939, and April, 1940. All had been 
medically examined before going to France. Five on join- 
ing up had concealed the fact that they had undergone 
sanatorium treatment. The object of the investigation was 
to obtain some idea of the proportion of these cases which 
could have been eliminated at the time of enlistment by 
Mass radiography. The x-ray films were therefore examined 





with a view to judging the age of the lesion; evidence of 
dense fibrosis, calcification, or mediastinal displacement being 
Jooked on as evidence that the disease would have been 
visible in September, 1939. Fluffy shadows, thin-walled 
cavities, and pneumonic consolidations, however extensive, 
were not classified as old lesions. The following results were 
obtained: 


1. Lesion probably visible on x-ray examination at 
THO Ole CHPISEENCIE <6 ckansocdecoctewassedssesadecncscesigge’ 21 
2. Lesion probably not visible on x-ray examination 
Bis EMMI OL HCNNSIMENE® 2 ooviccss cocsnsvesasscdesenescvsences - 
DIE > de sav cdicuenaudaeenansa aii ddtaubnboarddpabeedabaunas 4 


Total 29 


The average age of the subjects in the first group was 
33 years, ahd in Groups 2 and 3 31.2 years. No doubt the 
proportion of old lesions in the age groups called up under 
the Military Service Act would be lower than those found, 
which concerned mostly soldiers of the regular army and 
reservists. 

It is important to note that all these cases reported sick 
before fighting became serious; the commonest leading 
symptom was undue fatigue and inability to keep up on route 
marches. The German army has for some years made use 
of mass radiography to eliminate this group of potential 
stragglers, who are also dangerous sources of infection, 
especially in dug-outs, and it is to be hoped that our 
authorities will not allow administrative difficulties to deter 
them from putting British troops on an equal footing in 
this respect now that all competent judges are agreed that 
the x-ray tube is vastly superior to the stethoscope in the 
detection of tuberculous lesions:in- the lungs.—I am, etc., 


London, W.1, June 5. ANDREW Mor.anbD, M.D. 


Training of Medical Students for War Service 


Sir,—It is a relief to learn from Captain A. C. Frazer's 
article, “Training of Medical Students for War Service,” 
published in your issue of June 8 (p. 944), that in certain 
quarters at least these “healthy and public-spirited young 
men” .are receiving military training in addition to medical 
education. The policy of the Government and the regulations 
of the Ministry of Labour, under the National Service (Armed 
Forces) Act, by placing in effect all medical students in a 
“reserved occupation,” will ensure an adequate supply of 
doctors in the event of a long war. Since this decision was 
taken, however, the situation has completely changed. The 
country is in imminent danger, and it is not impossible that 
the outcome of the war will be determined one way or another 
by the end of the summer. Yet under these circumstances 
the medical schools have just been informed through the 
universities that medical students of all degrees of seniority 
can best serve the national interest in the present emergency 
by continuing their medical studies, and they are advised that 
they should not join the Home Defence Battalions for which 
the Government is calling for recruits between the ages of 
18 and 193. Yet at the beginning of the last war a number 
of medical students with O.T.C. experience temporarily relin- 
quished their medical studies to help as combatants during the 
early stages before the full untrained man-power of the 
country could be mobilized, and in this connexion it is 
interesting to recall that eight of the thirty members of the 
present honorary staff of the London Hospital of military 
age at the time saw combatant as opposed to medical service 
between 1914 and 1918. 

Nevertheless, there is a sound case for allowing the majority 
of clinical students to continue their work and train for 
eventual medical service with the armed Forces; and at the 
London Hospital, as at many other hospitals, in the event of 
an invasion or systematic air attack on this country all clinical 
students may be required for medical work at the Emergency 
Medical Service Hospitals with which each school is asso- 
ciated. Pre-clinical students, however, are in an entirely 
different position. They cannot obtain a medical qualification 
for three years. In all probability by the time they are qualified 
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the war will be finished and over, and they will have gained no 
particular experience. They are of no value in a medical capacity 
at the moment, and circumstances may arise in which organ- 
ized pre-clinical medical education will be impossible. These 
young men will then be unemployed and, because they lack 
the necessary training, unemployable! At Cambridge, there- 
fore, where our pre-clinical school is established, the majority 
of our junior students have offered their services to the Local 
Defence Volunteer Corps. This body is recruited from men 
in full-time and “reserved” occupations who are prepared to 
give part-time service under existing conditions and full-time 
service in the case of a real emergency. London Hospital 
students who have offered their services are digging defences 
and receiving instruction in handling a rifle in their spare time 
instead of playing games, and many will actually be enrolled 
as volunteers in the near future. The reservation of junior 
medical students for purely medical work has been overdone. 
These men realize that in the event of an invasion of this 
country the war will be won not by first aid but by training 
and hard digging now and by discipline and straight shooting 


then.—I am, etc., ' 
A. E. CLarK-KeNNeDY, M.D., F.R.C.P., 
Physician to the London Hospital and 
Dean of the Medical College. 


June 10. 


The Role of Light Armour in Modern Warfare 


Sir,—In a letter in your issue of April 6 (p. 585) I pointed 
out that, once having accepted the principle that it is well 
worth while protecting the head from projectiles of low and 
medium velocity it is also well worth while considering whether 
a limited protection might be extended to other and even more 
vulnerable areas of the body. My letter dealt only with 
general principles, its object being to arouse medical interest 
in the preventive side of military surgery rather than to 
formulate any concrete proposals. Since then much new 
material has come to hand, and I am now in a position to 
put forward certain definite proposals. Although as medical 
men we are called upon mainly to deal with the results of 
warfare, our study of wounds provides us with knowledge of 
great value in the consideration of all possible means of pro- 
tection. Indeed, unless the medical profession takes an active 
interest in protective measures it is doubtful whether the 
military authorities will ever consider them. for it will be 
recalled that during the last war the man who, of all others, 
must be thanked for the adoption (though tardy) of the steel 
helmet was not a soldier, but the late Dr. Saleeby, a medical 
publicist. 

The main objection to all forms of armour is the additional 
weight that the already overburdened soldier is called upon 
to carry. At the present day, however, this objection is less 
important than was formerly the case, partly because warfare 
has become highly mechanized and partly because the metal- 
jurgists have now produced steels with tensile powers that are 
incomparably greater than those which were previously avail- 
able. At an international conference on the subject of armour 
under the chairmanship of Bashford Dean, Major of Ordnance, 
U.S.A., it was enunciated that “a body defence should resist 
missiles with a velocity of 1,000 feet per second or, better 
still, 1.200 feet per second, and should not weigh over 15 |b.” 
At the time of the conference such conditions could not be 
satisfied : to-day they can be. Shortly after the publication 
of my previous letter there arrived in this country a repre- 
sentative of an American company that after many years 
of intensive study has produced a new type of steel 
peculiarly adapted to the building of light-weight armour. 
This representative brought with him a specimen jerkin 
covering the whole of the chest and abdomen, and 
weighing only 14 lb. This jerkin is capable of resisting mis- 
siles with a velocity of 1,200 feet per second. In order that 
this statement may be appreciated, it should be pointed out 
that the muzzle velocity of a Colt’s 6-inch barrel revolver is 
1.125 feet per second, of a German 9 mm. automatic pistol, 
1,040 feet, and of a Thompson sub-machine gun (the “* tommy 
gun” of parachutist fame), 1,030 feet per second. 

It then remained for the military authorities to state 
what use, if any, they could make of the protection that 
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was now available against projectiles of low and medium 
velocity. No official report has yet been issued, but I am given 
to understand that the military authorities have no use for 
such protection on the grounds that the lessons gleaned from 
the last war do not apply to this war, and that they are not 
prepared to consider any protection unless it will stand up 
to high-velocity projectiles, such as rifle and machine-gun 
bullets fired at close range (approximately 2,600 feet per 
second). 

It is here that the medical profession can help. Is it indeed 
a fact that in this war the great majority of wounds have been 
caused by projectiles of high velocity, and that missiles of 
low and medium velocity are of comparative unimportance? 
In the last war it is probable that about half of the wounded 
men admitted to C.C.S.s were put out of action by projectiles 
travelling at low and medium velocities. Can any statistics 
yet be produced to substantiate the statement that this is not 
the case in this war? 

If the decision of the military authorities is supported by 
medical evidence, then the efforts of those like myself who 
are keenly interested in the question of protection must be 
directed towards the protection of certain areas—it is obviously 
impossible to protect all—from missiles of /righ velocity. By 
limiting the area to the front of the body, and increasing the 
weight of the armour to 16 Ilb., protection can be 
afforded against machine-gun bullets at close range. But 
in any case it is from the medical profession and its 
findings that the impetus in this movement of prevention 
must come. The fact that the military authorities remain 
content, as your correspondence in the Journal of May 31 
has pointed out, with a steel helmet that, unlike the German 
pattern, leaves the temples unprotected shows that they are but 
little interested in the preventive side of war surgery. I 
shall be grateful for any comments or suggestions your readers 
can give me on this vitally important subject.—I am, etc., 


London, W.1, June 3. KENNETH WALKER. 


Mouth Open in an Air Raid ? 


Sir,—Before the year 1914 opinion was that the mouth 
should be held open during gunfire. This was supposed 
to preserve the eardrums from rupture, in those days regarded 
as a serious accident attended with discharge of blood from 
the ear. All the same, I believe I am right in saying that the 
supposed gravity of this accident arises from confusing its 
signs with those of fractured base of the skull, and in adding 
that the equilibrium of pressure about the ear drum can 
equally well be maintained by a plug of wool placed in the 
meatus. Modern teaching, expressed in the A.R.P. Training 
Manual No. 1 (February, 1940), states: ‘“ The mouth should 
be kept open in order to protect the lungs from blast, and 
for this purpose it is useful to grip a piece of wood or of 
rubber tightly between the teeth.” But there is a second 
version of this, reiterated in the popular press—namely, that 
chewing-gum should be used. It is not mentioned whether 
the lips should be held parted or otherwise ; apparently some 
use the gum one way and some the other. Now surely these 
are matters which should be decided through your columns? 

There appears to be evidence that blast is capable of 
entering the chest through the trachea, rupturing the lung, and 
filling the pleural cavity. Cases are recorded where the posi- 
tive pressure so created has been relieved by thoracic punc- 
ture and the victim has recovered. Others again have come 
to post-mortem. In further cases the suction wave is claimed 
to have exhausted the air in the lungs and so collapsed them; 
so much so that reinflation with positive pressure, either 
with a McKesson apparatus or by the mouth-to-mouth 
method, has saved life. Already this has been seized upon 
with avidity as a novel device of first aid. If either or both 
of these states is to be accepted as possible it must surely 
follow that it is safer to keep the mouth shut. 

Next, there is a second set of precautions, this time designed 
to prevent earth tremors from being communicated to the 
body, presumably to the skuil and spinal column. In this 
way one should not lean back against a brick wall, and 
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certainly not rest one’s head against any solid object at all. 
Instead, one should lie flat, obviously to avoid being blown 
flat, and one assumes an attitude face downwards, interposing 
the forearm between the thorax and the ground. All this is 
accepted, but once again confusion has been introduced 
because certain lay authorities state that the use of the fore- 
arm is to prevent rupture of the lungs with fatal haemoptysis, 
which they claim to have observed. Personally I have no 
knowledge of how frequently concussion of the thorax will 
lead to damage to the lungs or acute pulmonary oedema, but 
it seems to me that many or most of the cases so described 
could be explained as due to atmospheric percussion or 
suction waves. 

Lastly, can a man be concussed.by blast while standing 
upright, as I have frequently heard stated? There is an old 
experiment in which three pennies are placed in contact with 
one another and concuss@n transmitted from one end to the 
other without disturbing the middle penny. Can these physi- 
cal conditions be repeated in the human head while in mid- 
air? Or is it possible that a violent jar may be transmitted 
to the base of the skull through the slightly parted teeth? 
Boxers have to beware of this accident, and they avoid it by 
holding their jaws firmly clenched. A few of them find it 
enough to steady their jaw with the use of chewing-gum. I 
should be grateful for the opinions of any of your readers 
upon the questions I raise, but especially as to whether the 
mouth should be held open or closed.—I am, etc., 


Richmond, Surrey, June 4. JOHN Dancy, M.B., B.S., D.P.H. 


Anaesthesia and Sulphanilamide 


Sin.—During the past months it has fallen to the lot of 
many anaesthetists to deal with sailors, soldiers, and airmen 
suffering from heavily infected wounds. Most of these patients 
have had massive doses of sulphanilamide, and some arrive 
in the operating theatre with a marked degree of cyanosis. 
This cannot be relieved by oxygen inhalation, and is due to 
methaemoglobinaemia. On examination it was found that 
these patients had a very small percentage of available haemo- 
globin and were extremely poor operative risks. 

Dr. A. Jordan of the pathological department of this 
hospital worked out the minimum effective dose of methylene- 
blue for combating this condition, and has found it to be 
about 0.5 mg. per kilogramme body weight. Since many of 
these patients are too ill to weigh, it was found that an average 
intravenous dose of 20 mg., or 2 c.cm. of a | per cent. solution. 
of methylene-blue was effective, and appears up to the present 
to be devoid of serious reactions. The condition of the 
patients improves markedly, and cyanosis is usually imper- 
ceptible one and a half hours after injection. The operation 
may then be undertaken with much less risk. 

It is quite likely that an improved method may be found, 
but I write this note in the hope that it may be of service at 
the present time.—I am, etc., 


Hill End Hospital, St. Albans, 
Herts, June 6. 


C. LANGTON HEWER. 


Anaesthetic Convulsions 


’ 


Sirk,—I was interested in a case of * vinesthene convulsions ° 
occurring after a short anaesthetic reported by Dr. F. K. 
Boston (Journal, June 8, p. 929). 1 have seen three similar 
cases following short anaesthetics for dental extractions: one 
in a child and one in a male adult following nitrous oxide 
and air, and one in a child following nitrous oxide and ethyl 
chloride. In the case of the adult unconsciousness lasted over 
three hours, and was followed by complete recovery. In none 
of these cases was there any material factor in the previous 
history. These cases appear to have a different aetiology from 
those in which convulsions occur in the course of a prolonged 
anaesthetic. In the former group it appears unlikely from 
the published evidence that the anaesthetic drug is a factor, 
but it does seem that cerebral anoxaemia is a potent factor, 
and may, indeed, be the sole cause of the phenomenon. 

I have had only one case belonging to the latter group. 
This occurred on a hot summer’s day towards the end of an 
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Operation for acute mastoid disease in a boy of 10. The 
child’s temperature rose to 105°, convulsions rapidly became 
generalized, but subsided completely when ice was rubbed over 
the head and neck. Recovery was uneventful. This appeared 
to be a case of “ heat-stroke.”—l am, etc.. 

London, W.1, June 10. : R. BLAIR GOULD. 


X-ray Localization of Foreign Bodies 


Sir,—l am grateful to Dr. W. H. Steele for kindly recording 
(May 25, p. 872) the fact that | taught my parallax method 
of x-ray localization at Guy’s Hospital many years ago. The 
original publication was in the Guy’s Reports. The method 
has certainly stood the test of time. This seems a fitting 
occasion to describe an easy and accurate photographic 
system which | used in the latter part of the last war and 
very often since. 

Briefly, it consists in making use of a cardboard film box 
on which two films are fixed with rubber bands, one film 
above and one below. This arrangement is placed over the site 
of the foreign body. in contact with the skin, and two exposures 
given, the tube being moved a short distance between exposures. 
On development each film will have two images of the foreign 
body, but the distance between these two images will he 
different. This difference is the key to the required position. 
So much for general principles. Now for details. 

A half-plate box is one and a quarter inches deep. . The 
upper and lower films should both face the same way—that !s. 
towards the tube. (N.B.—Half-plate is a large enough and 
economical size.) It is convenient to work with the tube 














e 
Fic. 1 Fic. 2 





Fic. 1.—Showing (1) first position of tube and (Il) second 
position of tube. 

Fic. 2.—Showing a-b, distance apart of images of foreign 
body on top film; c-d, distance apart of images of foreign body 
on bottom plate: c-e, depth of foreign body. 


beneath the couch and thus mark the position of the foreign 
body on the skin while screening. 

The films and box are now placed upon the patient over 
the marked point in contact with the skin, the box being held 
horizontal. An exposure is made, and without moving the box 
the tube is shifted any short distance—say two inches— 
and a second exposure given. What has taken place can be 
seen in Fig. 1. 

On developing these films and measuring the distances 
apart of the two sets of images it is obvious that the upper 
film measurement will be greater than that of the lower. Rule 
a vertical line on a piece of paper and across this one at right 
angles. On this latter line set out the top film measurement 
(a—b). Rule a line parallel with this at a distance of one and 
a quarter inches (the depth of the plate box) and set out on 
this the lower plate measurement (c-d).. Rule a line through 
the points b and d, continuing this to cut the vertical at e. 
The distance c-e is the depth required—in other words, the 
depth of the foreign body from the skin. Greater accuracy 
could of course be obtained by increasing the number of films 
and boxes, but this, except for eye work, is hardly necessary. 
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Mr. Dean, the x-ray apparatus manufacturer, is making 
me some instruments which will facilitate these operations. 
One of the advantages of this method is that it can be carried 
Gut in any x-ray department however meagre its equipment. 
If I have not made the matter sufficiently clear I shall be glad 
to answer any queries addressed*to me at St. Bartholomew's 
Hospital, Rochester.—I am, etc., 

Epwarp W. H. SHENTON, 
Late Senior Radiologist, Guy’s Hospital; Hon. 
Radiologist, St. Bartholomew's Hospital, 
Rochester. 
London, W., June 1. 


Food-poisoning 


Sir,—Your leading article on food-poisoning (June 1, 
p. 896) has prompted me to record the following three cases 
which occurred only a week ago in private practice. 

On the night of May 24-5 I was called to examine three 
women who had become ill about two hours after taking a 
meal which included tinned salmon. They all had symptoms 
of very severe gastro-enteritis—namely, vomiting of glairy 
mucus, watery diarrhoea, severe abdominal pain, and marked 
general collapse. The temperature in all cases was 99° F. 
In view of the history and symptoms the patients were given 
an emetic and gastric lavage. followed by ol. ricin. They 
were seen some five hours later: the vomiting had ceased 
but the diarrhoea persisted. They now complained of 
“cramp” in the calf muscles, and one of them had involun- 
tary spasms of the left leg. In all cases the temperature had 
risen to 101° F. and the pulse rates were correspondingly 
increased. 

I had the patients removed to hospital, where they made a 
good recovery. and so far as I am aware they have not had 
any complications. The remains of the tinned salmon were 
sent to a bacteriologist, who reported as follows: ~ One tin 
of salmon eaten by patients suffering from food-poisoning. 
Culture yielded a growth of a staphylococcus only. No 
salmonella organisms were obtained on culture. Staphylo- 
cocci have been reported on various occasions as the cause 
of food-poisoning, producing symptoms similar to those 
occurring in these particular patients.” 

It is interesting to note, as mentioned in your leading 
article, that the affected food had not altered in appearance 
or taste.—I am, etc., 

Chirnside, Berwickshire, June 1. R. Ross Hair, 


Inguinal Hernia in Female Children 


Sir.—In view of the rarity of inguinal hernia in female 
children (vide Grey Turner's article on hernia in the British 
Encyclopaedia of Medical Practice) the following case would 
seem worth recording. 

A girl aged 3 years 5 months was admitted to the Thomas 
Walker Hospital, Fraserburgh, on May 21. I had seen her 
about a month before, when she had an easily reducible right 
inguinal hernia. In view of her past history I thought it best 
at that time to postpone operation until she was a little older. 
About 10 p.m. on May 20 I was asked to see her again. Her 
hernia had been down all day, and after being in bed for 
some time she had wakened up with abdominal pain. I was 
unable to reduce the hernia, which now extended into the 
labium, and I suggested that her legs be flexed over a pillow 
and that hot fomentations be applied. I left instructions that 
if she vomited I was to be informed at once. I saw her the 
next morning at 9 a.m. She had vomited twice during the 
night, but I had not been informed. There was, however, no 
abdominal distension, and her general condition was good. 
The labial swelling was now if anything larger. She was 
admitted to hospital at once and operated on at 10.30 a.m. 

A small incision over the subcutaneous inguinal ring exposed 
the sac, which was freed from the tissues of the labium by 
blunt dissection with very little bleeding, and delivered through 
the wound. The sac was about the size of a pullet’s egg and 
was fairly thick walled. It contained a loop of small intestine 
which was plum-coloured but quite obviously viable. The 
constricting agent was the subcutaneous inguinal ring, and it 
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was quite impossible to return the intestine to the abdomen 
until the ring had been divided. Otherwise the operation was 
uneventful and convalescence was normal. 

The girl's previous history is very interesting. She was born 
in January, 1937, the elder of twins. Her birth weight was 
33 lb. Her brother weighed 4} Ib. at birth, but was always the 
weaker of the two. Both babies soon developed oedema of 
the legs and of the lower part of the trunk, and the boy 
died in an Aberdeen hospital when he was about 11 weeks 
old, the condition being labelled *“ oedema of the newborn,” 
The girl, however, gradually improved, but during the first two 
and a half years of her life had twice bronchopneumonia 
following measles and whooping-cough. It is possible that 
this may have been an aetiological factor in the production 
of the hernia. 

The two lessons of this case would seem to be: (1) that 
small babies are often made of good stuff—I doubt very much 
if a fat, over-weight baby would have survived so much in so 
short a time; (2) the advisability of operating on all hernias 
that cannot be reduced by taxis without an anaesthetic—this 
quite irrespective of the patient’s age. Any attempt at taxis 
under anaesthesia in a case like this could only do harm.— 
I am, ete., 

JoHN H. WILSON, 

Fraserburgh, May 25. M.B., Ch.B., F.R.C.S.Ed. 


Eating for Victory 


Sir,—Every Ministry has taken the initiative in this war to 
cut away all red tape and old bondages with the exception 
of the Ministry of Food. The inspiration which Hitler did 
not despise taught him to decree that the old sausage-loving, 
pork-eating Germans should be made stronger by putting 
them on two or three meatless days a week. It was a similar 
prescience, and following the light of observation, which 
enabled Mussolini to decree that his luxurious-living nobility 
should have two or three days a week living upon the corn 
and oil, the chestnuts and raisins, the macaroni and polenta 
maize porridge, the milk and cheese, which make Italian 
peasants some of the finest and hardiest working men and 
women in the world. 

After Munich our late Prime Minister publicly stated in the 
House that the strain of those anxious days would leave 
a mark on the members of the Cabinet for the rest of their 
lives. Hitler had gone through, in‘a way, a greater strain, 
and yet the moment the Munich conference was over he and 
his colleagues were at the top of their form in planning new 
and great enterprises, adventures, and hazards. 

One would have thought that the Minister of Food would 
have studied these great signs of the times and would have 
tried to provide for the people of England a dietary which 
could be obtained from home-grown products, from Empire 
imports, and from foods which would travel in small bulk 
and possess great nutritive and vitaminic value. One would 
have expected the Minister of Food to have consulted not 
the theorists in laboratories but the historical records: like 
Caesar’s corn-fed army : like the Indian armies, which surprised 
even the great Lord Roberts when they marched and fought 
upon foods which the English Tommies despise as valueless. 
One would have thought that Lord Woolton would have been 
open-minded enough to learn from the foods of the stoutest 
peasantry of the world that now was his opportunity to get rid 
of the vicious habits in food which grow up with civilization 
and luxury, and with no uncertain voice to lay down dietaries 
for our people drawn from the experience of those who for 
a lifetime have proved their value in producing health and 
stamina and vitality. If Lord Woolton refuses to learn from 
Hitler and Mussolini, he might at any rate be prepared to 
take a lesson from the Russian peasants, the Turkish stalwarts, 
the Balkan fighters, and the hill tribes of India. 

Now is not the time to quarrel about names or to invoke 
discussions about -isms; now is not the moment to pin faith 
upon laboratories and their experiments upon rats. Now is 
the time when English people may be taught that the war will 
do them good instead of harm, and that, in place of being 
worried by fear of short rations of meat or sugar, they should 
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be imbued with the great ideal of living upon foods which 
will produce greater strength for women and children at home 
and for men in their outdoor work. 

As a dietetic physician of over half a century’s experience 
I feel the duty of every scientific dietist is not to encourage 
defeatism or depression by talking about restrictions in food, 
and setting up a spirit of discontent, but that we should utilize 
the great stores of experience we possess, and in simple 
Janguage teach our people how to eat and drink wisely and 
well. In doing so there will be no restrictions and no lack 
of a plentiful food supply. The B.B.C., as usual, always relies 
upon our so-called “ safe men of science,” and is always afraid 
lest it might be accused of faddism if it dares to speak with an 
outstanding voice, like that of Mahomet when he forbade 
alcohol to all his co-religionists, or Moses when he prohibited 
the use of the flesh of pigs and of all other unclean animals ; 
like that of churches which proclaim days of abstinence and 
periods of fasting, to increase the health of the body as well 
as the strength of the soul and to teach the power of mind 
over matter, and that self-conquest is the ideal for mankind. 

Is there no way of our getting control of the Ministry of 
Food. or influencing the Minister himself to be fired with some 
of the inspiration of the Dictators?—I am, etc., 


London, W.1, June 8. JOSIAH OLDFIELD. 


Artificial Respiration 


Sin—I must agree with Mr. T. E. A. Stowell (June 8, 
p. 953) that artificial respiration can be carried out very 
effectively by placing the hands over the lower ribs instead of 
round the loins, as in Schiafer’s method, though it would seem 
that there are two ways of doing this. Either the hands may 
be placed with the palms in the small of the back and the 
fingers pointing obliquely upwards and outwards over the 
lower ribs, or else the hands may be placed even higher, with 
their ulnar borders corresponding to the line of the last rib. 
it is impossible, however, to accept Mr. Stowell’s explanation 
of this latter method or to relegate the role of abdominal 
compression to the realms of “vain superstition.” The 
attached diagram suggests that 
the full weight of downward 
pressure in the region of the 
lower part of the back is 
mainly taken by the anterior 
costal margins and the abdo- 
men rather than the sternum, 
but the points of contact will 
vary with the build and sex of 
= liver, Dotted line= lower the individual. For instance, 
border of lung. the anterior superior — iliac 

; spines usually come in contact 
with the ground in females on account of the forward tilt 
of the pelvis. 

Respiration can be carried out by the movements of the 
diaphragm only, and this will cause alternate protrusion and 
retraction of the abdomen. It is clear, therefore, that abdo- 
minal compression and relaxation as practised in Schiafer’s 
method will bring about artificial respiration. The diagram 
above suggests that abdominal compression is also the chief 
factor in the method where the hands are placed entirely 
over the lower ribs, although a certain amount of direct 
chest compression must occur. The following questions arise. 
Does pressure on the lower ribs in the anterior—posterior direc- 
tion, which is opposite to the line of their natural movement 
up and down, cause a bulging of their outer extremities 
followed by an increase in their- obliquity due to the forcing 
up of the diaphragm? Lateral compression of the lower ribs 
would doubtless prove an effective method of artificial respira- 
tion, but would be too tiring to carry out for any length of 
time. But if the operator has a large hand and the patient a 
Narrow waist, some lateral compression will occur with the 
usual methods. Does the diminished width of the thorax at its 
lower end automatically cause the underlying viscera to be 
pushed upwards on compression? If so, this would occur 
most easily with the liver, which is shaped like a wedge with 
the base uppermost. 





Lateral view of male in 
prone position. Shaded area 


It would seem, then. that all methods are equally efficient. but 
that the method of choice in any given case is the one which 
produces the strongest current of air in the throat, as Dr. 
Wilson points out in his letter (June 8, p. 953). This will 
depend on the age and sex of the patients, on the shape of 
the chest (narrow, barrel-shaped, etc.), and on the degree of 
Obesity. It will also depend on the strength of the operator 
and the size of his hands. In view of the innumerable 
lectures that are being given at present for A.R.P. purposes 
an official statement on this subject would be welcomed.— 
I am, etc., 


London, W.11, June 8. H. STEPHEN PASMORE. 


Reactions to Adrenaline in Dentistry 


Sir,—As a dental surgeon I was most interested in Pro- 
fessor R. J. S. McDowall’s third cause of shock—that due 
to excessive sympathetic stimulation by adrenaline—since 
dentists nowadays inject a novocain—adrenaline mixture many 
times a day, and frequently see varying degrees of shock 
attending its use. 

In my experience the usual sequence of events is. this. 
Immediately after the injection the patient develops an in- 
tense pallor of the skin and mucous membranes, rapid pulse, 
tremors, and sighing respirations. He complains of faint- 
ness, throbbing heart, a “catch” in his breath, and some- 
times of nausea. With suitable treatment many quickly 
recover at this stage, but others go on to a condition of 
true shock, which may last several hours, and requires the 
usual first-aid treatment “of shock to bring about recovery. 
In these cases the pallor increases, the mucous membranes 
become blue, the skin cold and covered with sweat. The 
pulse becomes slow and soft, the respirations slow and 
shallow. The patient becomes drowsy and apathetic and 
occasionally vomits. Only the recumbent position, blankets, 
hot-water bottles, and hot fluids do any good; the shock 
sometimes lasts an hour or two, and the patient does not 
feel fit for the rest of the day. 

Some people appear to be adrenaline-sensitive and always 
react in this way; others only do so occasionally. The 
liability of the latter class to develop this form of shock 
seems to depend chiefly on the emotional state of the patient 
at the time of the injection, such as fear of the treatment or 
of meeting a new dentist : a sedative given before the appoint- 
ment will often prevent the “shock reaction.” Again, 
patients appear more likely to react in this way when the 
prick of the needle is very painful, or the solution is injected 
very quickly, or following a sleepless night with an aching 
tooth.—I am, etc., 

JAMES CAMPBELL, L.D.S. R.C.S.(Eng.). 

Berkhamsted, Herts, June 8. 


Basal Metabolic Rate in Thyrotoxicosis 


Sik,—In your issue of June 8 Dr. L. Martin, in a paper on 
the basal metabolism and thyrotoxicosis, has raised contro- 
versial points that have been discussed many times in the 
past and no doubt will reappear from time to time in the 
future. The value to the clinician of estimating the basal 
metabolism in thyrotoxicosis depends upon the experience he 
has with that disease. Some surgeons and physicians with a 
wide experience in the study of thyrotoxicosis can rely more 
on their clinical sense than on metabolism studies, but others 
(and probably the majority) not so fortunately placed are 
aware of the great value of the basal metabolism as an aid 
to diagnosis, in assessing the severity of the disease, and in 
choosing a favourable time to operate. 

There are several specific points in his paper that require 
amplification or correction. “Cardiac failure of non-thyro- 
toxic origin may of itself cause a raised B.M.R.” is only true 
if dyspnoea is present, otherwise the metabolism is unaffected. 
Thyrotoxicosis with a normal B.M.R. has been reported by 
many observers, in addition to W. A. Plummer and R. S. 
Morris, whom Dr. Martin quotes. It is important to dis- 
tinguish between a normal] B.M.R. and one that is within aver- 
age normal limits. The range of normal basal metabolism 
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is wide, and so it is possible for a patient to have a 
B.M.R. within the average normal limits yet be above that 


particular patient’s normal level. In 1934 1 quoted a patient 


with thyrotoxicosis with B.M.R. of —8 which on iodine fell 
to —27 (Lancet, 2, 1076). In other words —27 was normal 
for this patient and —8 meant a raised B.M.R. of nineteen 
points. Isolated B.M.R.s are not enough in such cases, and 
remeasurement should be carried out after iodine medication 
for fourteen days, when a fluctuation will be detected in the 
presence of thyrotoxicosis. The response to iodine is definite 
and specific. If this method is employed there will be no 
difficulty in dealing with thyrotoxicosis and so-called normal 
B.M.R.s. It requires, however, careful technique and an 
accurate apparatus. 

Many clinicians will disagree with the statement “a read- 
ing [of the B.M.R.] within normal limits is a warning that 
thyroidectomy will not relieve symptoms.” 

In discussing the severity of the thyrotoxicosis Dr. Martin 
has stated that the B.M.R. is only an index of one of several 
components of the disease. He illustrates this by mentioning 
a patient at death’s door with heart failure and a B.M.R. of 
+40, and an exophthalmic goitre with a B.M.R. of +70 
causing no anxiety. This only shows that the severity of 
the thyrotoxicosis is not always comparable with the severity 
of the cardiac complications. Severe thyrotoxicosis is toler- 
ated much better by young than by old people, and it is 
invariably the latter who break down and develop heart 
failure, because their hearts are unable to stand the strain 
even of a less severe type of thyrotoxicosis than the younger 
adults. Age for age the highers the B.M.R. above each 
patient’s normal level the more severe is the thyrotoxicosis. 

Dr. Martin is doubtful if the B.M.R. is of much assistance 
in checking the progress of a case having x-ray therapy. The 
case he describes scarcely supports this belief. X-ray therapy 
is known to cause gain in weight, alteration in the calcium 
and phosphorus metabolism, and sometimes diminution in 
the size of the gland before any amelioration in the severity 
of the thyrotoxicosis occurs. Such a sequence of events took 
place in Dr. Martin’s case, the raised basal metabolism indi- 
cating the persistence of thyrotoxicosis, although the persist- 
ence of tachycardia would alone have been sufficient. 

Dr. Martin believes the B.M.R. is valuable after subtotal 
thyroidectomy in diagnosing myxoedema. This is perhaps 
one of the occasions when the B.M.R. can be misleading. 
The B.M.R. returns to normal about a week after operation, 
but it frequently falls much below normal. This is not a 
sign of hypothyroidism and thyroid therapy is not necessarily 
indicated. The decision to give thyroid and the diagnosis of 
post-operative myxoedema are much more surely based on 
clinical manifestations rather than on the B.M.R., which may 
not be diminished in obvious post-operative myxoedema.— 
I am, etc., 

London, W.1, June 10. 


J. DOUGLAS ROBERTSON. 











The annual report of the Home Ambulance Service of the 
Joint Council of the Order of St. John and the British Red 
Cross Society, which came into existence at the end of the last 
war, contains a map showing how fully and _ strategically 
England and Wales is covered with ambulance stations which 
have been equipped by the Joint Council. The total number is 
141, and there are in addition 284 ambulances affiliated to the 
service. In 1939 these vehicles carried—often for long dis- 
tances, because they are not limited by local government 
boundaries—not far short of a quarter of a million patients. 
Much valuable work has been done by the ambulance service 
on the coast in removing passengers and crews of wrecked 
vessels, and the evacuation of London and other large towns 
threw an extra burden on the ambulance personnel. It is 
mentioned that the need to-day is for ambulances of the four- 
stretcher type (instead of the two stretchers which are common 
in the present fleet). From the designs for ambulances which 
are continually being submitted from many quarters it appears 
that few people have the necessary knowledge or experience 
required for the building of ambulances. Much practical 
information on this subject has been collected at the service 
headquarters and is available on inquiry. 


ana ——$—., 


Obituary 








W. HARVEY SMITH, M.D., LL.D. 

President of the British Medical Association, 1930-1; Professor 
of Ophthalmology, Manitoba University 
With the passing on May 15 of William Harvey Smith 
after a long, happy, and helpful life, Canada lost one of 
its outstanding physicians. Though his achievements in 
his chosen field of ophthalmology were considerable, 
including highly successful practice, the publication of 
articles in various medical journals, and thirty-two years’ 
service on the faculty of Manitoba Medical College, 
twenty-seven of these as professor and head of the Depart. 
ment of Ophthalmology in the Winnipeg General Hospital, 
his true genius lay in the fields of organization and 
medical statesmanship. As 
President of the British 
Medical Association and also 
the Canadian Medical Asso- 
ciation in 1930, President of 
the Manitoba Medical Asso- 
ciation, the College of 
Physicians and Surgeons of 
Manitoba, and the Winnipeg 
Medical Society, and chair- 
man of the Restoration Fund 
of the Anglican Church in 
Canada, he had opportunities 
to show his powers of organ- 
ization and administration, 
and he filled these positions 
not only with distinction but 
with brilliance. His concern for the unity and honour of 
the medical profession and his desire that it should do 
the greatest good to the greatest number of people led him 
to throw his whole weight into upholding the highest 
principles of medical ethics and into championing the 
cause of health insurance. This latter was the main theme 
of his presidential addresses at the Winnipeg meeting of 
the British and Canadian Medical Associations in 1930 
and at the Vancouver meeting of the Canadian Medical 
Association in 1931. 


His background fitted him well for the tasks he under- 
took. His forebears were of United Empire Loyalist 
stock who settled in Port Hope, Ontario ; his grandfather, 
the Hon. Sidney Smith, was pre-confederation Postmaster- 
General, and his father, Henry Hall Smith, was a personal 
friend of Sir John A. Macdonald. Harvey Smith was born 
in Peterborough in 1868, and was educated there and at 
Trinity College School, Port Hope, and came to Winnipeg 
with his parents in 1885 when his father became Dominion 
Lands Commissioner. He attended St. John’s College and 
Manitoba University, graduating in natural sciences in 
1889. In McGill University, where he obtained his 
medical degree in 1892, he was a close friend of Charles F. 
Martin, later dean of McGill Medical Faculty, and of 
R. Tait MacKenzie, the Sculptor and later professor of 
physical education in the University of Pennsylvania. 
These friendships were terminated only with death. His 
postgraduate education was obtained in the Montreal 
General Hospital, the Manhattan Eye and Ear Hospital, 
New York, and in London and Paris. In 1895 he began 
practice in Winnipeg, and acted as eye surgeon to the 
Canadian Pacific Railway. In 1901 he married Annie 
Prince Galt, youngest daughter of the late Sir Alexander 
Galt, one of the Fathers cf Confederation, and grand- 
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daughter of John Galt, the Scottish novelist who was a 
leading figure in the Canada Company which founded the 
towns of Galt, Guelph, and Goderich in Ontario. Mrs. 
Smith was ever a true helpmate and a charming hostess. 
From the beginning of his career in Winnipeg he took 
a leading part in organized medicine, and positions of 
responsibility were thrust upon him, so that he came to 
occupy a unique place of trust among medical men. No 
other physician in Winnipeg could have brought his 
colleagues with him into the task of establishing the 
Medical Arts Building, the first building in Canada to be 
erected, owned, and controlled solely by doctors and 
dentists. The building was completed in 1923, and Harvey 
Smith remained a member of the directorate until 1935. 


As the third Canadian to be President of the British Medical 
Association he made many friends among British physicians, 
among them Lord Dawson of Penn, the late Lord Moynihan, 
Sir Henry Brackenbury, Sir Robert Bolam, Sir Ewen Maclean, 
Dr. C. O. Hawthorne, Professor A. H. Burgess, Mr. N. Bishop 
Harman, and Dr. Alfred Cox. He was greatly impressed with 
the insurance system established under the British National 
Health Insurance Act of 1911, and with the proposal of the 
Council of the British Medical Association to establish a 
General Medical Service for the Nation. He was anxious that 
in Canada some scheme might be established whereby the 
benefits of medical skill might be made available through 
health insurance, preferably of the voluntary type, to all 
citizens of the Dominion. 

Through his acquaintance with such leaders in the American 
Medical Association as Dr. William Gerry Morgan, the late 
Dr. E. Starr Judd, Dr. C. Jeff Miller, Dr. Morris Fishbein, 
and Dr. Olin West, and through his Fellowship of the 
American College of Surgeons, he kept in close touch with 
economic and sociological trends in American medicine. 


He received the degree of Doctor of Laws, honoris causa, 
both from the University of Manitoba and from McGill 
University. An ardent golfer, he was the first president of 
Pine Ridge Golf Club, and cherished a trophy presented to 
him when he made a hole in one. Though many of his 
friends knew that he turned out occasional verse, it is not 
generally known that he wrote a hymn marked by deep feeling, 
which has been set to music by Mr. Hugh Bancroft, the 
organist of All Saints Church, Winnipeg. One of the finest 
traits in his character was his encouragement of younger men. 
He organized the Pi Epsilon Chapter of the Zeta Psi 
Fraternity, the first Greek letter fraternity in Manitoba Univer- 
sity. He was quick to detect talent or .ability, and did not 
suffer the possessor of these qualities to hide his light under 
a bushel. Bred in an atmosphere of high traditions, he 
remained steadfastly true to them, and there was always 
about him something of the grand manner and an innate 
dignity. He could walk with kings and yet not lose the 
common touch. 

R. M. 


Dr. Alfred Cox writes: 


The recital of the responsibilities accepted by and the 
honours bestowed on our former President will be a revelation 
to many here who remember him only as one of the occupants 
of that high office. To those who knew him personally it will 
revive memories of a presidency which was unique, and of 
a most attractive personality. There had been Annual 
Meetings of the Association in Canada _previously—in 
Montreal and Toronto—but at both these places there were 
more or less active Branches of the Association. When 
Winnipeg invited us there was no Branch of the Association 
in Manitoba nor ever had been, and, moreover, what had 
been regarded as a somewhat hazardous experiment in the 
East of Canada seemed to be quite impracticable so far away 
as the heart of the continent, for it must be remembered that 
at that time the B.M.A. had not developed the “ wanderlust.” 
When Sir Jenner Verrall and 1 went to Canada in 1924 to 
discuss the affiliation of the Canadian Medical Association with 
the B.M.A. we went on to Winnipeg to take part in the annual 
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meeting of the Manitoba Medical Association, and (inci- 
dentally, as we thought) politely to discuss their invitation for 
an Annual Meeting. I do not think that either of us thought 
the proposition could be seriously entertained, but when. we 
met Harvey Smith and his colleagues we realized that a refusal 
would be a serious rebuff to a fine gesture, and they brushed 
all our difficulties aside. We came back convinced that the 
invitation must be accepted. From that time Harvey Smith 
was a valued friend of mine, and he was regarded as such by 
all with whom he worked. Those who went to Winnipeg in 
1930 do not need to be told that the Meeting was a tremendous 
success, and not least in the ceremonial functions, as to which 
Harvey Smith had been somewhat doubtful during his first 
experience of an Annual Meeting of ours, at Manchester in 
1$29. We all looked forward to giving him and his wife a 
great reception at Eastbourne in 1931, but that was not to be. 
The financial blizzard struck Manitoba very hard in 1931, and 
in the following years he was dogged by the long illnesses of 
his wife. Those who knew what a family man Harvey Smith 
was will realize what these illnesses meant to him. And then 
came the long and painful illness which terminated his life. 

He was undoubtedly a medical statesman with carefully 
considered views and the ability to state them either in 
writing or in speech. I think he mastered the theory and 
practice of our national health insurance as well as any man 
I] have known who was not working the scheme. He never 
shirked responsibilities, but took them gaily. Our hearts go 
out to his family and his colleagues. Those of us who only 
saw him occasionally but watched him from afar will long 
remember him as a staunch friend, the soul of humour and 
hospitality, gifted with all the physical graces and with a 
heart of gold. 


By the death of Dr. C. J. Marsu at the age of 83 the 
profession has lost one whose whole active life can be said 
to have been devoted to service. Always a keen supporter of 
the B.M.A.—he held the post of president of the Dorset and 
West Hants Branch—his activities were mainly directed 
towards local interests of the profession. It was mainly due 
to his foresight that the site of the present Yeovil Hospital 
was acquired and the building erected, which was opened 
by the Prince of Wales in 1923. He served for forty-six years 
on the staff of the old and present hospital, and when he 
retired from active practice he became honorary secretary 
for another ten years, and to the day of his death maintained 
his interest. Outside his profession Dr. Marsh’s_ interests 
included gardening and a passionate love for cricket. He 
was a member of the Somerset County Cricket Club and of 
the Stragglers, and was a familiar figure at most of the county 
matches. As a young man he played cricket and Rugby foot- 
ball and was a successful short-distance runner. He was the 
fourth and last surviving son of the late John Marsh of 
Stratford-sub-Castle, Wilts. He was educated at Weymouth 
College and St. George’s Hospital, where he qualified in 1879, 
and came to practise in the Yeovil district the same year. 
He held many local appointments, among them being medical 
officer to the Yeovil Institution from 1880 to 1920. He held 
the rank of major in the R.A.M.C. and the twenty-five years’ 
service decoration. He was a devout churchman, and _ the 
Parish Church of Yeovil contains many handsome gifts from 
him and his family. He is survived by one daughter, who 
has been the mainspring of his work in recent years, and for 
whom the greatest sympathy is felt. 


Dr. CHARLES BRECKON RoBINSON, Who died at Barnard 
Castle, Co. Durham, on May 26, had practised there for 
twenty-five years, and was well known and much respected 
in Teesdale. He studied medicine in Edinburgh and Dublin, 
obtaining the Scottish triple qualification and the L.M. of 
Coombe Hospital in 1911. Dr. Robinson took a keen interest 
in agriculture, and was a qualified veterinary surgeon, as his 
father had been before him. He had had much success as 
a breeder of Shorthorn cattle, and often judged exhibits at 
county and Jocal shows. Dr. Robinson first joined the British 
Medical Association in 1911. The funeral was at his birthplace, 
Danby, near Whitby. 
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LAURENCE O'SHAUGHNESSY, M.D., F.R.C.S. 


Major R.A.M.C., T.A.; Surgeon, Cardio-vascular Clinic, 
Lambeth Hospital, L.C.C. 


It is with deep regret that we record the death at the 
early age of 39 of Mr Laurence O'Shaughnessy while on 
active service with the B.E.F. in Flanders. O'Shaughnessy 
had already achieved an international reputation, and, 
from the dramatic nature of his work on the surgery of 
the heart, was also known to the public. He was born 
in Sunderland in December, 1900. When only 15 he 
insisted on leaving school in order to do war work, and 
studied in coastguards’ huts until he was old enough to 
begin reading medicine at 
Newcastle. He qualified at 
21, and passed the Final 
F.R.C.S. examination at the 
age of 23. He became M.D. 
of Durham in 1930. 

Owing to the shortage of 
doctors after the four years’ 
war he was able to hold 
house appointments in New- 
castle as a student and, after 
qualifying, was a _ house- 
surgeon at the Royal 
Northern Hospital in London. 
In 1924 he went to the Sudan 
as a medical inspector and 
stayed there for seven years, 
being most of the time in 
charge of the hospital at Omdurman. During this period 
he visited Sauerbruch’s clinic when on leave, and it was 
then that his interest in thoracic surgery was first aroused. 
On his return to Omdurman he proceeded to learn 
German, and carried out such surgical chest work as the 
conditions there allowed, but he was already planning his 
future work in that field. After leaving the Sudan he 
spent six months with Sauerbruch, and subsequently 
obtained the Royal College of Surgeons’ Research Fellow- 
ship. This gave him an opportunity to help greatly in 
making the Downe Research Farm a working unit. At 
that time he was clearly resolved on two things: te con- 
tinue research into his specialty and related subjects, and 
at the same time to develop and further the surgical 
treatment of pulmonary tuberculosis. As Hunterian Pro- 
fessor he lectured in 1933 on the surgery of the oeso- 
phagus, and again two years later on the surgery of the 
lung root. He was active in the creation of a panel of 
chest surgeons for the L.C.C., which resulted in the 
increasing practice of surgical methods in the treatment 
of pulmonary tuberculosis. His own appointments to 
sanatoria and local authorities enabled him to propagate 
his ideas in this respect in other parts of this country, and 
his broad outlook on the subject is illustrated by a paper 
published as early as 1933 on the social importance of 
collapse therapy. For many years he remained under the 
influence of the German school, Sauerbruch being indeed 
often referred to as his spiritual father. But more recently 
he was beginning to blaze his own path, as shown by the 
introduction of the operation of thoracolysis. It is 
tragically ironical that he who did so much to popularize 
and obtain credit in this country for some of the best 
that Germany had produced should meet his death at 
German hands. 





His work on surgery of the chest led to interest in surgical 
shock, and it was in writing his thesis for the Harveian 
Society Prize that he first saw the weakness of the hist- 


amine theory. His work with Slome on the nervous factor 
in shock is now well known. But his most important con- 
tribution to medicine was his work on the heart. Patiently 
and systematically he carried out the various steps in that 
work from the moment the idea was conceived. The ex- 
periments on greyhounds which first had their coronary 
arteries obstructed and then their omentum sewn on to the 
heart to establish a collateral circulation are widely known. 
The energy, courage, and persistence that were required to 
enable him to try this form of treatment on human beings 
is, however, known only to a few. And it will always be 
to the credit of the L.C.C., inspired by Sir Frederick Menzies 
and Lord Dawson, that after many months of trudging about 
with his drawings, his histological slides, his pathological 
specimens, he was able to see the cardio-vascular clinic 
established at Lambeth Hospital. But O’Shaughnessy did not 
rest on his laurels, and right up to his death he was 
endeavouring to improve the technique of the operation of 
cardio-omentopexy, named after him, and to widen the field 
of surgery in heart disease. For his research work on the 
heart he was awarded the Hunter Medal by the Royal 
College of Surgeons in 1937. Visitors came to him from 
foreign countries, he was invited to lecture in many places, 
including the Academy of Medicine in Paris, and he also 
delivered the Carey Coombs Memorial Lecture. 

O'Shaughnessy had joined the Territorials after return- 
ing from the Sudan. Immediately on the outbreak of the 
war, though he could have had an important post in the 
Emergency Medical Service, he chose to go out to France 
attached to a casualty clearing station. He felt that the 
good results on wounds of the chest depended to a large 
extent on their immediate treatment. His work on shock 
and more recently that on haemoglobin solution com- 
pelled him to continue his studies right on the Front itself, 
and it was there, following on the lull during which he was 
preparing his book on the surgery of the heart, which (in 
collaboration) will shortly be published, that he met his 
death. His published work consists of some thirty papers, 
chiefly on the subjects already mentioned, and he wrote 
the sections on the oesophagus and the diaphragm in 
Maingot’s Post-Graduate Surgery. With Sauerbruch he pub- 
lished in 1937 the magnificent volume Thoracic Surgery, 
wrongly considered by some as merely an abridged trans- 
lation of Sauerbruch’s monumental treatise. The book helped 
to popularize an important and too littlke known branch of 
surgery, and was particularly useful in stressing the co- 
operation between physician and surgeon so essential in this 
branch of medicine. This was also shown in his collabora- 
tion with Gregory Kayne and Walter Pagel in the book 
Pulmonary Tuberctlosis: Pathology, Diagnosis, Manage- 
ment and Prevention, published last year. 

O'Shaughnessy would have no truck with pompous medio- 
crity and tolerated badly those who put form before deed. 
Hence it was inevitable that he should make some enemies. 
The opposition he met in some quarters, however, merely 
stimulated him to an intensity of purpose which, added to 
his sincerity and intellectual honesty and complete disregard 
of personal considerations, enabled him to leave behind 
him achievements that might well be the envy of men twenty 
years older. Such achievements before the age of 40 are 
a measure of the tremendous loss to medicine his death 
represents. Probably none but his friends and _ intimate 
acquaintances were aware of the shyness that lay under his 
frequently brusque manner. The need to overcome it must 
have made even more difficult his fight to carry through 
the things he considered right and worth while. The sym- 
pathy of many colleagues and patients will go out in full 
measure to his family. 


H. C. writes: 


I first knew Laurence O'Shaughnessy in 1926, when we 
shared “digs” in North London. It was evident even at 
this time that he had an original mind, but not that he had 
the passion for experiment which he was later to show, and 
he left this country to take a post in the Sudan Medical 
Service. In spite of the heavy routine duties of this post 
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dienes 
and. the trving climate, he made time to carry out a large 
number of experiments on cats, and it is obvious that a 
man who can do original work under such conditions will 
go far. He returned to England in 1930 with the results of 
his experiments and was soon appointed to a_ research 
scholarship at the Royal College of Surgeons, where he began 
work on the mechanism of shock and the production of an 
artificial blood supply to the heart in cardiac ischaemia. 
After establishing this on a sound basis in dogs he applied 
the operation to man, and the results of a considerable series 
showed promise ; but many years of observation are required 
to assess accurately the value of such a new procedure, and 
the end of this period O'Shaughnessy has not lived to see. 
In a few years he created a new outlook on cardiac surgery, 
having done more to advance this subject than anyone, 
certainly in this country, if not in the whole world. 

He was charming, witty, and had that rare type of mind 
which is constantly forming new ideas, coupled with the 
ability to test these by experiment. His early death in 
Flanders will be recognized as a tremendous loss to medical 
science, not only in this country but all over the world. 


[The photograph reproduced is by Elliott and Fry, Ltd.] 


H. R. HURTER, M.D., LL.D., 


Past President. Liverpool Medicai Insutute 


It is rare indeed for a general practitioner so to rise 
above his total environment, which ever tends to tie him 
down, as to be chosen President of such an august and 
venerable body as the Liverpool Medical Institute, with 
its long past of distinguished office bearers. Yet this 
came to pass in the person of Dr. Herbert ‘Richard 
Hurter in 1933. Also it is a remarkable achievement for 
a medical man in active practice to be granted the honor- 
ary degree of Doctor of Laws from the University of his 
initial graduation. Such came to pass in 1934, when 
this honour was bestowed on Dr. Hurter on the occa- 


‘sion of the celebration of the centenary of the Medical 


School, whence he had graduated with first-class honours 
in 1904, the first degree to be conferred by Liverpool 
University under its new charter. 


These were recently the thoughts of many of us, fellow 
students with Hurter in those years about 1900, when the 
University College of Liverpool was emerging from_ the 
Victoria University into a full-blown life of its own. There 
was in those early days a burst of fresh growth, a burgeon- 
ing forth such as one sees in the cycle of the year about 
Whitsuntide. Everything semed new and vigorous. A 
galaxy of distinguished professors and teachers was working 
to bring Liverpool. and its medical school in ‘particular, 
to the fore. To this new haven of learning with a history 
to be created came a wave of student zeal, and Hurter was 
not long in coming to the front, and most of us soon 
realized that it was but unity of place that made us seem 
to rank with him. Medals and scholarships came his way 
with apparent ease. There is something in birth, and Hurter 
came of a good scientific stock. His father was a brilliant 
technological chemist and was the first to invent an actino- 
meter. His name lives with us still in the H. & D. numbers 
of photographic plates. (H. for Hurter, D. for Driffield.) 


There were many sides to Herbert Hurter’s character. Few 
advances in Continental technique and investigation escaped 
his knowledge and critical judgment. During the last war 
he was two years with the R.A.M.C. as captain, and he 
served in both France and Belgium. But the passion of his 
life was a strangely remote one, and it was only towards 
the end of his life that an opportunity came to manifest it, 
when he delighted and astonished a crowded medical 
session by a presidential address on his favourite subject— 
etymology. The title of his address was “Language, 


Jargon, and Modern Medicine,” and at its conclusion one 
felt a sense of glee in possessing a colleague who could give 
a tip to a Fowler. 
Physician and clinician. 


He distinguished himself also as a family 
Here his loss will be deeply felt, 


for by ability and persistent attention to his professional 
work he had built up a select clientele and he enjoyed the 
confidence of a large section of the intelligentsia of this 
city. One may well say of him that he was wholly admirable. 


C. A. H. 
RUBENS WADE, M.R.C:S. 


Senior Anaesthetist, St. Bartholomew’s Hospital 
We regret to announce the death on May 30 of Dr. R. 
Wade, senior anaesthetist to St. Bartholomew's and the 
Royal Northern Hospitals, and formerly anaesthetist to 
the Throat Hospital, Golden Square, and the National 
Dental Hospital. 


‘Rubens Wade, the son of an artist, as his Christian 
name suggested, was born at Applethwaite in Westmor- 
land. He was educated at Sedbergh School and Christ’s 
College, Cambridge, and entered St. Bartholomew’s Hos- 
pital in 1902. He qualified in 1906 with the diplomas 
ot M.R.C.S., L.R.C.P., and was then house-physician to 
Sir Wilmot Herringham in 1906 and later on resident 
medical officer at the Royal Northern Hospital. He then 
practised in Bedale in Yorkshire for some six years. As 
a student he was slightly deaf, and when he found this 
was increasing he decided to give up general practice lest 
it should prevent his doing his work properly, and directed 
his attention to anaesthetics. During the last war he was 
a captain in the R.A.M.C. and gave anaesthetics at the 
Military Hospital, Sidcup, where Sir Harold Gillies was 
doing his facial operations, and subsequently he wrote 
the chapter on anaesthetics in Gillies’s Plastic Surgery. 
After the war he was appointed honorary anaesthetist at 
the Royal Northern Hospital in 1919, and later on in 
the year assistant anaesthetist at St. Bartholomew’s Hos- 
pital. At the time of his death he was senior anaesthetist 
to both hospitals. He was very good at his work, and 
his deafness did not handicap him in any way. He used 
to say that it was really not a drawback, because he could 
not hear and therefore was not disturbed by the happen- 
ings in the theatre, and directed all his attention to the 
patient. It was a disadvantage to the surgeon, who was 
deprived of his comments. He was punctilious in his 
attendance at hospital and very rarely left before the end 
of the list. 

Biggs Wade, as he was called as a student, later Ben 
Wade, was a very lovable man, and scrupulously honest. 
Even as a student he was rather quiet, and in later life 
this became more marked. This was probably due to his 
deafness, as it was difficult for him to take part in general 
conversation. He was a keen golfer and,a very good 
partner in a match, and will be much missed at Denham 
Golf Club. The last few months of his life were saddened 
by the death of his wife. She died while he himself was 
awaiting an operation, which relieved though it could not 
avert the end, which he awaited with great fortitude and 
resignation. 


Dr. ROBERT MARSTON BrucE, who died in retirement on 
May 28 at Earls Court, S.W., was for many years a well- 
known and much-respected figure in the London fever hos- 
pital service. He studied medicine at St. Thomas’s Hospital 
and qualified as M.R.C.S. and L.S.A. in 1883, and after a 
period as assistant medical officer at the Eastern Hospital, 
Homerton, held office under the Metropolitan Asylums Board 
as medical superintendent in turn of the Northern Fever 
Hospital, the Plaistow Smallpox Hospital, and the Western 
Fever Hospital at Fulham. The Army Medical Department 
appointed him clinical teacher in the specific fevers for 
newly joined officers of the R.A.M.C. Dr. Bruce taught 
many hundreds of medical students the rudiments of the 
exanthemata. He was a good teacher and a very likeable man 
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who enjoyed the visits of students to his wards. He had 
been a member of the British Medical Association for fifty- 
six years. 


Dr. WILLIAM KEeNsit GLOVER, who died on May 27 at a 
Bournemouth nursing home in his eighty-fifth year, was in 
general practice at Dartford, Kent, and at Winkleigh, Devon, 
until his retirement in 1920. He had studied medicine at the 
University of Aberdeen, graduating M.B., Ch.B. in 1898. Dr. 
Glover was a member of the British Medical Association 
until a year or so after giving up active practice. He is sur- 
vived by his widow, two daughters, and his son, Dr. W. E. 
Glover, formerly D.D.M.S., West African Medical Staff. 


Medical Notes in Parliament 





on June Il Mr. Attlee 
He also stated that 
June 12. 
would be 


In the House of Commons 
announced a state of war with Italy. 
the House would discuss civil defence on 
Evacuation and emergency hospital services 
debated on June 13. 


Doctors and Postponement of Service 


Mr. ASSHETON announced on May 30 that medical practi- 
tioners called up under the National Service (Armed Forces) 
Act had the same right as other persons so called up to 
apply for postponement on the ground of exceptional hardship. 
The function of the Central Medical War Committee was to 
advise as to the extent of civilian needs for medical practitioners. 
There was no reason to suppose that the statutory authorities 
would reject applications for postponement because the Central 
Medical War Committee had recommended that the services 
of the applicant need not be retained for civilian needs. 


Medical Examination and Evacuation 


On June 4 Miss HorsspruGH informed Mr. Sorensen that 
very therough arrangements for the medical examination of 
children in the event of further evacuation had been pre- 
scribed for all evacuation areas. The evacuation on Sunday, 
June 2. from towns on the East Coast which had not hitherto 
been classed as evacuation areas was carried out at short 
notice. but so far as time permitted the same arrangements 
were made there. The evacuation on the previous Sunday 
was a transfer of London children from reception areas on the 
East Coast to other reception areas in Wales. This was 
carried out at still shorter notice, but the Minister of Health 
had received reports which showed that the authorities in the 
new reception areas were well satisfied with the condition in 
which the children arrived. Refugees were medically 
examined both at the ports where they landed and at the 
receiving centres in Greater London. Directions had been 
issued to authorities in whose areas refugees were accommo- 
dated to bring to the notice of refugees the health services 
that were there provided. 


Work of Ministers under War Cabinet Direction 


In the House of Commons on June 4 Mr. ATTLEE informed 
Mr. Mander that the work of Ministers, under the direction 
of the War Cabinet, fell into three divisions: (a) defence ; (b) 
foreign policy ; and (c) economic and home affairs. Economic 
and home affairs covered a wide range of interrelated sub- 
jects. These would be dealt with by:. (1) the Production 
Council, the chairman of which was Mr. Greenwood, and 
which would give general direction as to the organization 
and the priority of production for war purposes: (2) the 
Economic Policy Committee (chairman, Mr. Attlee), which 
would concert and direct general economic policy; (3) the 
Food Policy Committee (chairman. Mr. Attlee), which would 
deal with problems of food, including food production; (4) 
the Home Policy Committee (chairman, Mr. Attlee), which 
would deal with questions relating to the home front and 
social services, and would be responsible for the framing 
of regulations and draft legislation ; and (5) the Civil Defence 


‘Windsor was 





lis 
Committee (chairman, Sir John Anderson), concerned with 
civil defence, including home security questions. 


Physiotherapy for War Casualties 


Sir MortON SMART addressed a meeting of Members at the 
House of Commons on June 5 on physical medicine—especially 
electrical treatment and manipulative surgery—in the treatment 
of war injuries. He urged that physiotherapy could restore 
to efficiency and duty a number of the casualties during the 
war. There would be justifiable complaints if adequate ang 
well-organized provision of this service was not available for 
war casualties. The Ministry of Health had recognized the 
importance of physiotherapy, but so far no comprehensive 
scheme was'in operation to secure the necessary staff and 
equipment at all civil and military hospitals to which war 
casualties were sent for treatment. Sir Morton suggested 
that the Ministry of Health should set up a committee of 
experts to advise on the measures necessary to ensure full pro- 
Vision of this method of treatment. 


Extra Rations for Special Cases 


Mr. Bootsy stated on June 6 that the Food Rationing 
(Special Diets) Advisory Committee recommended that extra 
sugar rations should be allowed to those suffering from spon- 
taneous hypoglycaemia, and extra meat rations, in exchange for 
the butter ration, to those suffering from steatorrhoea (coeliac 
disease and tropical sprue). The necessary arrangements 
would be made as soon as possible. 


Blood Tests and Inoculation for Civilians.—Mr. WInpsor 
suggested on May 30 that every citizen should be afforded blood 
test facilities, so that in the event of that person becoming a 
casualty the blood group could be ascertained by reference to 
particulars entered on his identity card or disk. Mr. Matcoim 
MacDonacLp (Minister of Health) replied that the Government had 
encouraged by financial assistance the grouping of blood donors 
in large provincial centres to meet additional demands for blood 
arising from air raid casualties. The grouping suggested by Mr. 
unnecessary, because many donors were of the 
universal type suitable for giving blood to patients of any group. 
These donors alone were used in blood storage schemes. Mr. 
MacDonald added that special measures had been taken in the 
London area and a number of large provincial centres to obtain 
a sufficient supply of blood for transfusion. The general position 
was satisfactory. Mr. Parker asked Mr. MacDonald what steps 
would be taken to inoculate the civil population, beginning with 
civil defence workers, against typhoid, tetanus, and other diseases 
in view of the danger of epidemics following air raids. Mr. 
MacDonacpb did not think such general inoculation of the civilian 
population was practicable or advisable. Facilities were availab‘e 
for anti-typhoid and anti-tetanus inoculation where required. 


Brothels out of Bounds ?—Dr. SUMMERSKILL, on June 4, asked the 
Secretary of State for War what were his reasons for not adopting 
the practice of the last war of putting ** maisons tolérées * out of 
bounds for the British Expeditionary Force. Mr. Eben said that 
this matter had been the subject of most careful and anxious 
consideration. The policy of the Army Council and of the 
Commander-in-Chief of the British Expeditionary Force had been 
to promote good behaviour and health in the Army, both by 
precept and by the provision of all possible opportunities for sound 
physical and mental recreation and entertainment. The _ tempta- 
tions afforded by the establishments referred to in the question had 
been ignored or resisted by an overwhelming majority of our 


soldiers, and it was felt that to place the establishments out of 


bounds would result in far worse evils. 


Bombing of Hospital Ships —On June 4 Mr. EpEN intormed Mr. 
George Strauss that during recent operations the enemy had 
deliberately bombed hospital carriers in circumstances which 
admitted no mistake about their identity, and in complete dis- 
regard of the immunity given them by international agreement, to 
which the German Government was a party. As regards hospitals 
and ambulance trains and convoys he was not yet in possession 
of official information. He was not at present prepared to make 
any recommendation, as suggested by Mr. Strauss, that the Red 
Cross or other distinctive markings should be immediately removed 
from all hospital accommodation in this country. 

Sir VictoR WARRENDER announced on June 5 that since the out- 
break of hostilities nine hospital ships had been bombed, shelled, 
or machine-gunned by the enemy—two of them on more than one 
occasion. These attacks had been made despite the vessels’ dis- 
tinctive and unmistakable markings, and in contempt of the lives 
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of the wounded and of the doctors and nurses tending them. The 
hospital ship Atlantis alone was bombed no fewer than five times in 
Norwegian waters. The only sinking was that of the hospital 
carrier Paris on June 2, which succumbed to three separate waves 
of attack by bomber aircraft. The hospital carrier Brighton was 
holed and run aground; the hospital carrier Maid of Kent set 
on fire. 


Rejection by “Medical Board—On June 4 Mr. ASSHETON 
informed Mr. Rhys Davies that the question of arranging with the 
medical boards not to provide men who are mentally ill with any 
document on rejection under the Military Services Act indicating 
the reason for their rejection was at present under consideration. 











Universities and Colleges 








UNIVERSITY OF CAMBRIDGE 


At the Congregtion held on June 8 the degree of M.B. was 
conferred on E. T. W. Starkie. 


The Council of the Senate has appointed Professor H. R. 
Dean, M.D., Master of Trinity Hall, a member of the 
Council of the Lister Institute of Preventive Medicine. 


Under authority of Regulations 31 and 32 for the M.B., 
B.Ch. degrees, the Faculty Board of Medicine will until 
further notice allow any intending candidate for the Final 
M.B. examination to begin any of the several courses and 
periods of instruction mentioned in Regulation 30 (c}-(i) and 
Regulation 32 (a)(h) before the ninth term from the term 
of his matriculation, provided the course is begun neither 
earlier than the seventh term from the term of his matricula- 
tion nor before he has satisfied the requirements of Regula- 
tion 8 (d) and (e). 


Diploma in Medical Radiology and Electrology 

The Senate on June 7, on the recommendation of the 
General Board with the concurrence of the Faculty Board of 
Medicine. agreed to rescind Grace 7 of October 20, 1939, with 
effect from September 30, 1940, and to hold all examinations 
for either part in accordance with the regulations in force 
before that Grace was approved. The Director-General, Army 
Medical Services, having represented to the General Board of 
the University that to discontinue the diploma in medical 
radiology and electrology in 1941, as had been arranged, would 
seriously affect the training of radiologists for service with the 
R.A.M.C., it was further resolved that the examinations for 
the diploma be continued after October 31, 1941, until the 
University shall determine otherwise ; provided that at least 
a year’s notice of discontinuance shall be given, and provided 
always that no examination shall be held “later than October 
31 next after the end of the period of the present emergency.” 


UNIVERSITY OF LONDON 


The following candidates have been approved at the exam- 
ination indicated: 

Tuirp M.B., B.S.—Old Regulations: °“N. Hochman, ‘°F. E. 
Joules, “A. A. G. Lewis, °F. Riley. Revised Regulations: ‘1. G. 
Fergusson, “J. Marks, *A. Sakula, °B. A. D. Stocker. Old 
Regulations: J. C. Angell, J. D. F. Armstrong, V. H. Bowers, 
B. Brownscombe, R. F. Butterworth, M. M. A. Cader, R. H. 
Carpenter, H. A. C. Chalmers, C. K. Cole, C. McK. Craig, 
J. D. Cronin, H. D. Davies, J. R. Dow, Beryl M._ Gee, 
A. Georgiadis, I. Gilbert, G. N. L. Godber, L. C. L. Gonet, 
J. W. Goronwy, J. H. Gould, J. Greene, J. J. Hamilton, J. A. 
Harpman, Denise O. Henry, J. Henry, J. A. G. Horton, D. B. 
Irwin, I. G. Isaac, P. V. Isaac, J. Jacobs, J. A. James, D. R. M. 
Jones, M. H. Kinmonth, -Christine Kirby, W. C. Lawrence, 
F. H. Lee, J. S. Lillicrap, Eluned M. Lloyd-Davies, H. L. Maclure, 
R. R. McSwiney, F. W. Marshall, K. W. Martin, R. P. M. 
Miles, I. H. Miller, J. Newsome, M. D. M. O'Callaghan, 
A. Peacock, E. U. H. Pentreath, S. D. Perchard, H. Pomerantz, 
J. Rabinowitsch, E. H. Rees, Hilda M. Robertshaw, J. D. 
Rochford, L. B. Scott, I. MacD. G. Stewart, J. W. Thompson, P. H. 
Thompson, W. G. Tillmann, J. I. Timothy, A. Tober, H. D. Venning, 
A. J. Walker, R. F. Welch, L. J. Wolfson, Fanny D. Wride. Revised 
Regulations: T. A. H. Adkins, J. J. L. Ablett, H. Auger, A. F 
Baldwyn, Margaret Bennett, A. C.~Bingold, Monica M. Bird, 
Frances D. Bosanquet, Barbara J. H. Broadwood, P. M. Burton, 
Jean R. C. Burton-Brown, Isabella S$. Chalmers, Joan M. Cheale, 
I. R. Davies, §. D. Elek, Enid J. Fair, D. A. Ferguson, H. J. 
Friend. A. D. M. Greenfield, C. W. Griffiths, J. T. Harold, J. C. 
Houston, J. R. Hudson, W. H. W. Jayne, Anis Jones, R. V. 
Jones, E. P. Kempsey, P. R. Latcham, F. Luckett, C. D. L. 
Lycett, D. G: C. Macdonald, Jean D. McKendrick, L. A. H. 
McShine, R. M. Mayon-White, J. V. Mitchell, R. Moore, B. L. 
Morgan, Margaret E. Morgans, Sheila M. Newstead, Doreen 





Nightingale, J..W. Paulley, J. D. Randall, P. D. Rawlence, H. H. 
Renyard, A. G. Riddell, M. H. Rotman, R. W. Rowan, H. A. 
Rowley, A. F. Rushforth, E. Schlesinger, L. G. Scott, G. F. 
Smart, B. E. C. Stanley, A. Webb-Jones, May D. Westerman, 
Elizabeth Whatley, D. A. J. Williamson, H. Wormald. Group I 
(Old Regulations): H. F. Barnard, A. D. Bell, A. I. W. Boyd, 
C. F. Cumings, A. M. Dawes, D. M. Douglas, H. B. Hewitt, 
R. C. Hill, J. R. Holden, J. P. Jackson, J. L. Lawrence, J. C. H. 
Maidment, J. D. Manning, G. Nicholson, N. P. Orchard, 
K. H. J. B. Parker, M. F. Pilcher, H. V-o-M. Shaibany, R. B. 
Taylor, P. A. Tyser, A. I. Ward, J. Wills. Group II (Old 
Regulations): J. C. Bryce, R. B. Clayton, E. Clifford-Jones, 
R. R. Dickson, D. Feldman, B. J. Frankenberg, E. Griffiths, 
J. W. M. K. W. S..Jayewardene, A. O. John, R. Mortimer, P. J. 
Pablot, E. R. Roseveare, B. C. Rowlands, R. S. Rowntree, J. A. 
Yates. Part I (Revised Regulations): Lavinia §. Alington, 
G. W. S. Andrews, E. D. Arkell, Gertrude K. Birchenough, 
Betty C. Bloxham, R. F. Boomla, Ruth E. M. Bowden, R. A. 
Bowen, C. Bucknall, E. A. Burkitt, G. H. D. Channing, M. S. 
Chayen, A. G. C. Cox, Leonora A. Crawford, R. McK. Crichton, 
Barbara M. Crook, K. W. Cross, Muriel Crouch, D. Dangerfield, 
G. J. L. Davies, Lorna M. M. Davies, G. S. Davis, R. L. G. 
Dawson, Hilda M. Dean, Katherine M. Donahue, M. K. Evans, 
T. L. Frank, O. C. Fung, Frances V. Gardner, H. P. Guerrier, 
G. T. Hammond, A. R. Harrison, D. G. Horan, J. B. Houghton, 
G. F. Houston, Muriel E. James, G. T. E. Jenkins, J. G. Jones, 
Anne E. E. Jordan, Gwendcline M. E. Keevil, H. A. Kreiser, 
G. Krafft, G. L. Lambert, R. R. Latto, F. M. Liebmann, W. T. C. 
Lumley, Christina M. McGillivray, Joyce B. M. Mayes, Phyllis 
Morley, Madeleine B. Morris, R. L. Norris, E. Petrie, Florence R. 
Pillman, D. S. Porter, R. C. B. Pugh, Florence C. R. Richardson, 
E. A. Ritchie, L. Rosen, C. A. Royde, Mary M. E. Rutter, R. A. 
Sandison, E. Saphier, N. Saunders, Ella Schwartzman, N. S. 
Slater, Honor M. V. Smith, Margaret C. Smith, Margaret J. 
Smith, J. H. Smitham, A. G. Spencer, Kathleen Staynes, Margaret 
J. Stern, P. H. D. Stone, D. V. Stott, Myra Sutherland, Beatrice M. 
Thompson, D. H. G. Walker, K. O. Warner, A. S. Watts, R. O. 
Wheeler, L. G. White, J. H. Wildman, Mary U. Wilkin, D. O. 
Williams, R. E. O. Williams, R. B. N. Wilsdon, J. A. J. Wiseman, 
S. Witt. Part II (Revised Regulations): G: C. Acres, G. W. S. 
Andrews, D. A. Barley T. E. Barwell, F. D. Beddard, Winifrid M. 
Bond, C. Bucknall, F. B. Cockett, R. P. Crick, T. H. Cullen, 
R. L. G. Dawson, L. D. de Launay, Joan FitzHerbert, O. C. Fung, 
S. W. Hinds, C. A. Holman, H. B. Jones, W. S. Killpack, W. T. C. 
Lumley, Kathleen B. McClintock, Edith S. M. Merry, Margaret 
Middleton, W. J. O. Page, B. A. Protheroe, R. C. B. Pugh, K. O. 
Rawlings, A. C. J. Saudek, J. N. R. Scatliff, Barbara M. Sibbald, 
Irene J. Stark, D. V. Stott, P. H. Sutton, Margaret L. Taylor, 
K. M. Tomlinson, Helen Wagstaff, R. Wigglesworth, W. Wohlfarth, 
B. W. Wood, P. H. Woodcock. Part III (Revised Regulations): 
T. E. Barwell, G. A. Beck, D. P. Cocks, W. Darby, M. Elias, 
G. R. Evans, Margaret E. Harker, I. S. Jacklin, G. T. E. Jenkins, 
D. G. G. Jones, Joyce A. Keeping, D. H. Meldrum, M. McFarlane, 
D. Nixon, A. O. A. Ohannessian, E. A. Ritchie, J. C. Scott-Baker, 
D. W. Shields, Daisy M. Smith, G. C. S. Sowry, D. W. Williams. 

? Distinguished in Pathology. 7? Distinguished in Hygiene and 
Forensic Medicine. * Distinguished in Medicine. ‘ Distinguished 
in Surgery. ° Distinguished in Obstetrics and Gynaecology. 


UNIVERSITY OF WALES 
WELSH NATIONAL SCHOOL OF MEDICINE 


The following candidates have satisfied the examiners at the 
examination indicated: 

M.B., B.CH.—Surgery: Joan B. Davies, T. C. H. Davies, I. L. R. 
Evans, A. B. J. Hill, Helen C. Hodges, O. Howell, *D. H. Jenkins, 
R. T. Jenkins, G. A. Jones, Mary E. Lloyd, S. Love, Brenda M. 
Mead, J. W. Morgan, Mary G. Powell, H. V. Roberts, D. C. Taylor, 
C. E. Thomas, Glenys J. Wade, T. Walker, *K. M. Wheeler. 

TusercuLous Diseases DiptomMa.—T. Aung, F. J. Bilimoria, 
P. J. H. Clarke, M. N. Genena, M. G. Hyder, M. A. Khan, U. K. 
Menon, M. Said, H. M. Sharif, P. N. Sharma, Grace M. Wild. 


* With distinction. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW 


At a meeting of the Royal Faculty of Physicians and Surgeons 
of Glasgow held on June 3, with Mr. Roy F. Young, Visitor, 
in the chair, the following were admitted Fellows of Faculty: 
Richard Wilfred Crocket. M.B., Ch.B., D.P.M., Archibald 
Lamont Goodall, M.B., Ch.B., D.P.H. 


FACULTY OF RADIOLOGISTS 


At the annual general meeting of the Faculty, held at 32, 
Welbeck Street, London, W., on May 31, with the president, 
Dr. S. Cochrane Shanks, in the chair, the following, who were 
introduced by the Warden, Dr. Russell J. Reynolds, were 
admitted to the Honorary Fellowship of the Faculty: 


In person.—Sir Robert Hutchison, Bt., M.D., P.R.C.P. 

In absentia.—Ernest Rock Carling, M.B., B.S... F.R.C.S.; 
Viscount Dawson of Penn, P.C., G.C.V.O., K.C.B., M.D., F.R.C.P.; 
Sir Walter Langdon-Brown, M.D., F.R.C.P.; Sir Humphry Rolleston, 
Bt., G.C.V.O., K.C.B., M.D., F.R.C.P.; Sir Cuthbert Wallace, Bt., 
K.C.M.G., C.B., M.B., B.S., F.R.C.S 
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The following were admitted to the Fellowship: 

In person.—O. Chance (Dublin); W.M. Levitt (London): A. G. C. 
Taylor (Southampton); B. W. Windeyer (London): Constance A. P. 
Wood (London). 

In absentia.—F. E. Chester-Williams (Bradford); J. L. Dobbie 
(Manchester): J. A. C. Fleming (Dundee): T. A. Green (London): 
M. M. R. Hall (Toronto); E. L. Gwen Hilton (London); R. G. 
Hutchison (Paisley): S. Nowell (Stockport); J. R. Nuttall (Man- 
chester): W. R. Scott (Niagara Falls, U.S.A.); A. Turnbull 
(Victoria, B.C.). 

It is hoped to hold the next examination for the F.F.R. 
as usual in December, 1940. 


Medical News 





The congress of the Swiss Society of Internal Medicine has 
been postponed owing to the mobilization. 


The council of the Tuberculosis Association has reluctantly 
come to the conclusion that in the present circumstances it 
would be inadvisable to hold the provincial meeting in Oxford 
on June 27 to 29. When the decision was reached the possi- 
bility of a London meeting on June 28 was contemplated. but 
there are many difficulties in the way, and it is doubtful 
whether it would be well attended. This possibility, therefore, 
has also been dismissed. As in September. so now, all future 
meetings of the Tuberculosis Association are postponed until 
further notice, and all communications should be addressed 
to the honorary secretary, Dr. N. L. Rusby. at the London 
Chest Hospital, Victoréa Park, E.2. 

Aj a meeting of the council of the Imperial Cancer Research 
Fund, held at the laboratories at Mill Hill, Sir Humphry 
Rolieston was re-elected chairman and Professor H. R. Dean 
vice-chairman of the council for the ensuing year. The Right 
Hon. Sir Archibald Sinclair, M.P., has accepted the post of 
vice-president of the Fund. Leslie Foulds, M.D., was re- 
elected Elizabeth Wills Allen Fellow and R. J. Ludford., D.Sc., 
Alice Memorial Fellow. 


The address of the Drugs Branch, Home Office. is now 
Rodborough Grange, 66, West Cliff Road, Bournemouth, 
Hants. Applicants for import or export licences under the 
Dangerous Drugs Acts must in future submit their applications 
and fees direct to the Drugs Branch at Bournemouth, and not 
as hitherto to the Finance Branch, Home Office, Whitehall, 
Sw. 


Dr. Alexander Brownlee (Gray's Inn) was called to the Bar 
on June 5. 


The Spanish journal Clinica y Laboratorio, which was sus- 
pended in 1936, has resumed publication. 


In Germany the sale of tobacco has been so drastically 
reduced that some shops have had to close, the sale of drinks 
with a high alcohol content has been prohibited, and that of 
drinks with a low alcohol content has been reduced. 








The Services 








CASUALTIES IN THE MEDICAL SERVICES 
RoyaL ARMY MEDICAL Corps 


Major Pr&TeER ROBERTSON GOODFELLOW, R.A.M.C., died on 
active service in May, aged 30. Dr. Goodfellow was the son 
of the late Dr. T. A. Goodfellow of Manchester, and was 
educated at Corpus Christi College, Cambridge, and at Man- 
chester, qualifying M.R.C.S., L.R.C.P. in 1933. He then took 
the degree of B.Ch. in 1934, followed by the D.M.R.E. in 
1935 and the M.B. in 1937. Before the war he was in practice 
at West Didsbury, Manchester, and was clinical assistant at 
the Holt Radium Institute. He was formerly house-physician 
and neurologist and orthopaedic house-surgeon at Manchester 
Roval Infirmary. He held the rank of captain in the 


R.A.M.CA(T.A.) in the 8th Battalion of the Lancashire 
Fusiliers from May 13, 1935, and was promoted to major at 





the beginning of the present war. 
infant daughter. 

Lieutenant CLAUDE BOWEN Jones, R.A.M.C., medical officer 
to the 8th Worcester Regiment, B.E.F., has been killed in 
action. He was born at Chipping Sodbury in 1914, educated 
at Queen’s College, Taunton, and studied medicine at Bristol 
University, where he graduated M.B., Ch.B. in 1938. He was 
house-surgeon at Cossham Hospital, Bristol, till he joined the 
Royal Army Medical Corps last January. 


DEATHS IN THE SERVICES 


SURGEON REAR-ADMIRAL E,. SUTTON 


Surgeon Rear-Admiral Edward Sutton, C.M.G., R.N. (retired), 
of St. Margarets-at-Cliffe, Kent, died on June 5. He was born 
in 1870, and educated at the London Hospital, where he took 
the M.R.C.S. and L.R.C.P.London in 1893. Entering the Navy 
soon after, he was promoted to staff surgeon for special good 
service on March 26, 1903, and reached the rank of surgeon 
rear-admiral in 1924, retiring in 1929. As surgeon of H.M.S. 
St. George he served in the naval expedition under Admiral 
Sir Harry Rawson, C.B.. which reduced Benin City in 1897, 
receiving the General Service African Medal. As surgeon of 
H.M.S. Bonaventure he organized the base hospital at Wei- 
hai-Wei for treatment of casualties in the advance to Pekin 
under Admiral Sir H. H. Seymour, and got the China medal. 
From 1911 to 1913 he was principal medical officer of the 
East Indies Squadron, and gained a clasp for services in the 
Persian Gulf. In 1913 he was awarded the Sir Gilbert Blane 
gold medal. In 1918-19 he was in charge of the Naval 
Hospital at Haulbowline, Queenstown, Cork. From 1920 to 
1923 he was Deputy Director-General of the Naval Medical 
Service : in 1923-4 was second in command of the Royal Naval 
Hospital at Haslar: and from 1926 to 1929 was P.M.O. of 
the Royal Naval Hospital at Chatham. He was the author of 
a work entitled The Fitting Out and Administration of a Naval 
Hospital Ship, which is a standard textbook on the subject. 

Protessor R. J. Willan writes: Many Royal Naval and 
R.N.V.R. medical officers, also members of the Royal Naval 
Nursing Staff. who have served under Surgeon Rear-Admiral 
Edward Sutton will hear with genuine regret of his death in 
his seventieth year at Newcastle-on-Tyne, following an opera- 
tion. I was fortunate enough to have served under him in the 
R.N. Hospital Ships Drina and Plassey for two and a halt 
years with the Grand Fleet. His ability, integrity. sound 
common sense, tact. and good nature brought out the best 
in everyone, whether officer or rating. His commands were 
always happy ones: though small in stature his word was law 
and we all revered him. He was a good clinician, but his 
forte was administration, and he probably did his best work 
as such. A not inconsiderable portion of his time in his 
early career was served on the China Station. During the 
European war, after leaving the hospital ships, he was in 
charge of the Royal Naval Hospital at Haulbowline, Queens- 
town. The American Destroyer Squadron was based on this 
Port, and in recognition of his services, in addition to the 
1914-15, Allied, and General Service Medals and the C.M.G., 
he was given the rarely awarded American decoration of 
Distinguished Service Medal. He was never married, and 
after retirement lived at St. Margarets-at-Cliffe, where he 
became famous as an amateur grower of chrysanthemums, 
—— many first prizes not only locally but much further 
afield. 


On May 30 was published a list of casualties in the Indian 
Army, apparently dating back to the beginning of the war, 
for it includes the name of Major J. A. W. Ebden, I.M:S., 
who died at Delhi on November 10, 1939, and of whom 
Obituary notices were published in the Journal of December 
16. 1939 (p. 1208) and May 4 (p. 752). Four other medical 
officers were included in the list—Major P. V. Bamford, I.M.S., 
Lieutenant J. St. A. Kiddle, Assistant Surgeon R. W. de 
Rawada, and Assistant Surgeon H. B. Firth. The three last 
named were officers of the Indian Medical Department, 
formerly the I.S.M.D., or Indian Subordinate Medical Depart- 
ment, the word “Subordinate” now being omitted from the 
title on account of their services in the war of 1914-18. Most 
of the officers of this Service have no European medical qualifi- 
cations, though all have. necessarily, Indian medical diplomas. 

Major Percy VIVIAN BAMFORD, I.M.S., was born on June 17, 
1900. He entered the Indian Medical Department on 
November 21, 1921. as fourth-class assistant surgeon, was 
promoted to the third class on May 27, 1929, and received a 
commission in the Indian Medical Service as lieutenant on 
April 25, 1930, with seniority from July 15, 1929. While on 
furlough in England he took the L.M.S.S.A. in 1927, the 
M.R.C.S.,. L.R.C.P. in the same year, and the D.T.M. of the 


He leaves a widow and an 
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University of Liverpool in 1937. He became major on July 
15, 1939. and was recently employed in the Indian: Military 
Hospital at Multan. 

Lieutenant JOHN ST. ALBAN KIDDLE, I.M.D., was born on 
July 22. 1885, entered the Indian Medical Department on 
August 31, 1907, and received his commission as lieutenant on 
March 28. 1938. He was recently employed in the Indian 
Military Hospital at Ferozepore. 

Assistant Surgeon REGINALD WALKER DE RawabDa, I.M.D., 
was born on May 13, 1892, entered the Indian Medical 
Department on February 22, 1915, and reached the rank of 
first-class assistant surgeon on February 22, 1932. He was 
employed in the district laboratory at Quetta. 

Assistant Surgeon HENRY. BARCLAY FirTtH, 1.M.D., was born 
on September 14, 1892, entered the Indian Medical Depart- 
ment on April 21, 1913, and became first-class assistant 
surgeon on April 28. 1930. He was employed in the Indian 
Military Hospital at Deolali. 


_ 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


During the week there have been rises in the incidence of 
measles. whooping-cough, scarlet fever. and enteric fever. 
The notifications of cerebrospinal fever have fallen consider- 
ably in England and Wales but have risen by over 10 per cent. 
in Scotland. 

Measles 


The notable increase in the incidence of measles is due to 
the high prevalence of the disease in four counties. in three 
of which there were considerable increases during the week: 
Lancaster 1,753 (1.661); Yorks, West Riding. 1.097 (911); 
and Leicester 704 (431); while in Durham there was a slight 
tall—424. compared with 467. Details of the distribution of 
neasles in the counties mainly affected are: Lancaster 
(Barrow-in-Furness 130. Blackburn 64, Blackpool 44, Liver- 
pool 79, Manchester 146, Oldham 170. St. Helens 66, 
Wigan 68, Middleton M.B. 50. Huyten with Roby U.D. $9, 
Litherland U.D. 46, Chorley R.D. 94): Yorks. West Riding 
(Barnsley 68, Bradford 70. Doncaster 94, Halifax 29. Hudders- 
field 88. Leeds 54): Leicester (Leicester 574. Wigston U.D. 27, 
Blaby R.D. 27): Durham (Darlington 93. Seaham U.D. 36, 
Crook and Willington 37. Sedgefield R.D. 32). Other counties 
affected in order of incidence. but not corrected for population, 
are: Notts 313 (Nottingham 100, Mansfield 50): Gloucester 
291 (Bristol 69, Gloucester 23, Cirencester Urban 33. Rural 73); 
Glamorgan 265 (Swansea 60. Port Talbot M.B. 97); Chester 
217 (Chester 44. Runcorn Urban 31): Surrey 216 (Esher U.D. 
47. Surbiton M.B. 30. Guildford Rural 27): Bucks 208 
(Chepping Wycombe M.B. 78. Slough M.B. 89): Sussex, E. 
205 (Brighton 126. Hove 39). In London only 34 cases were 
notified and in Birmingham 19, while in the populous and 
highly industrialized county of Middlesex there were only 76 
cases. The counties of Cambridge. Rutland. Suffolk West, 
and Isle of Wight in England. and Brecknock. Montgomery, 
and Radnor in Wales were free from measles. In Scotland 
thirteen areas were involved. two more than in the previous 
week: Glasgow 755, Edinburgh 109, Greenock (in Rentrew- 
shire) 44. Rutherglen Burgh (in Lanarkshire) 42. Lanark 
County 40, Kirkcaldy 28. Dunfermline 16. Port Glasgow 15. 
Notifications in Northern Ireland fell from 99 to 78—-75 in 
Belfast. 3 in Lisburn U.D. 


Enteric Fever 


Of the 50 cases in.the whole country exactly one-half 
were in the adjoining counties of Northumberland, 12. and 
Durham. 13. while in none of the ten other counties affected 
were there more than 3 cases. In East Northumberland there 
were. during May, 23 cases at Newbiggin-by-Sea U.D.. and 
6 at Ashington U.D., and fresh cases in June have brought 
the total to 41; in the present week 12 cases were recorded 
at Newbiggin. In Durham the disease is more widely distri- 
buted: Gateshead 2, Sunderland 2, Bolden Urban 1, Whick- 
ham Rural 8. It is probable that the same source is responsible 
for the outbreaks in both counties, but no details are yet 
available as to the origin or mode of spread of the disease. 


No. 21 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended May 25, 1940. 

Figures of Principal: Notifiable Diseases for the week and those for the 
corresponding week last year, for: (a) England and Wales (London included). 
(b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern 
Ireland. 

Figures of Births and ‘Deaths, and of Deaths recorded under each infectious 
disease, are for: (a) The 126 great towns in England and Wales (including 
London). (b) London (administrative county). (c) The 16 principal towns in 
Scotland. (d) The 13 principal towns in Eire. (e) The 10 principal towns 
in Northern Ireijand. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 




































































1940 1939 (Corresponding Week) 
Disease 
SEEN, Sees ee, SES ee Le ee, See See 
(a) } (b) (c) | (d) | (e)] (a) | (b) | (ec) | (d) | (e) 
Cerebrospinal fever. . 273 10 87 2} 10 31 ime 7 6 ] ; 
Deaths : 2 5 2 1} — 
Diphtheria... | 673| 29{ 217| 31| 28] 732] 84/164] 35| 12 
Deaths ae ay 1S ] 6 2] — 18 2] 10] — 
Dysentery .. 3 40 3 39) — ] "33 7 8 25 7 2 
Deaths — — _ 
Encephalitis iethar- 1 : —_ 
gica, acute <% Z } 2 1} — 1 —|- - -- 
Deaths ~ — _— 2 2 
Enteric (typhoid and < 
paratyphoid) fever S0 3 G 6 2 25 2} 10 2 1 
Deaths c ‘v ] — a 1} — - — - . 
eet SERENE eer Sore) Sees OMe, ane Sse ares) Seer tae = 
Erysipelas .. ss 40 4i 58 3 8 
Deaths es on — — 1} - 
Infective enteritis or 
diarrhoea under 2 
years ar ie 
Deaths... = 41 11 7 G 8 36 X 7 “ 3 
Measl!es* ord . 17,628 34 11,061 78 44) 164 6 
Deaths 3 = 5 1 4 2 4 
Opithalmia neona- 
torum a2 oa 114 6 21 —j} 105 13} 17 
Deaths 
Pneumonia. influenzal*| 694 43 9; — 7} 794 S€ “ 2 ie 
Deaths (from influ- | 
eriza) .. : 18 2 4]; — 4 29 4 
_— ee ce De) EEE — ——— —_—— | 
Pneumonia, primary 284 18 201 14) 
Deathst .. : 27 16| 13 6 1 | 7 
Poiio-encephalitis, ie in . 
acute = oe l 
Deaths 
Eee ere Cr 5 a oe ee ; a 
Poliomyelitis, acute. . 6 rf 5 j | 
Deaths : | | 
| 
— — —$ ee ——E — os = a — ' ~ 
Puerperal fever = ] 1 1] - 2 2) 43 . 2 
Deaths ae ae ~ 
Puerperal pyrexia .. 15) 14 22 } - 194 1K] It 3 1 
Deaths oF 5% 
Relapsing fever AD _ y l 
Deaths waa ; - 
ae a ee | Ze ‘ 
Scarlet fever. . | 917 3% 146} SS} S5}1.694 187] 233] 45 73 
Deaths ea : i} 3 | 
paan en et) Smee } \ | j 
; | | / | } 
Smali-pox | 
Deaths } { 
| | 
pee es } } 
Typhus fever H 
Deaths | | 
Whooping-cough’” .. 575 | 4} 54 14} 21} 195] 
Deaths - a 3| | 4 tay | 4 4 | 
Deaths (0-1 year) 326 §] 5] 34, 2] 309 | 42) 63) 45 y) 
infant mortality rate | 
(per 1.000 live | 
births) .. : 45 7 | 
a hg ease eae : = ee eas) ees | 
Deaths (excluding | 
stillbirths). . .. }4,552] 772] 659] 206] 15414,503| 807 | 607 | 222 | 132 
Annual death rate | 
(per 1.000 persons | 
living) .. % 1 13.8 113.5 11.1} 30.4112.3 14.9 6 
a. otcamnmennern = oe) wn Coe aa . - | 
Live births .. .. 17,488 ]1,128| 966] 374] 250}6.613 11.123 | 915 | 445 | 256 
Annual rate per | 
1,000 persons living 19.5 |25.0/22.0f 16.24 14.4 |18&.5 129.9 | 22.5 
$$$} ___} : | |- —| 
Stillbirths... a 246 29 31 283; 43) 44 
Rate per 1.000 total 
births (including | 
stillborn) : 3} 42 321 46] | 























* Made notifiable generally on November 1, 1939 

+ Includes primary form in figures for England and Wales. London (adminis- 
trative county), and Northern Ireland. 

t Since January 1, 1940, figures for London (b) have been for deaths fromm ai! 
forms of pneumonia: the corresponding figures for 1939 relate to deaths from 
Jobar pneumor ia only. 
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“M. M.'s ” 


All communications in regard to editorial business should be 


addressed to THe EDITOR, BritisH Mepicat JourNaL, B.M.A. 
House, Tavisrock Square, W.C.1. 


ORIGINAL ARTICLES and LETTERS forwarded for publication 


are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the 


Britsh Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are 
required, as proofs are not sent abroad. 


ADVERTISEMENTS.—AIl communications should be addressed 


to the Advertisement Manager (office hours, 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 
B.M.A. House. 


The TeLePHoNe “NuMBER of the British Medical Association and 


the British Medical Journal is EUSTON 2111. 


The TELEGRAPHIC ADDRESSES are 


EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiologs 
Westcent, London. 
SECRETARY, Medisecra Westcent, London. 


The address of the B.M.A. Scottish Office is 7, Drumsheugh 


Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
phone 24361 Edinburgh), and of the Office of the Cumann 
Doctuiri na h-Eireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


A Case of Sterility 


>A. K.” writes: A patient of mine who has been married for 


several years is sterile. She has had several gynaecological 
investigations, which revealed no abnormality. The husband's 
semen has been examined, and appeared normal in number and 
motility of spermatozoa. The patient’s persistent assertion is 
to the effect that immediately after intercourse the semen flows 
from the vagina in spite of her hips being placed on a pillow. 
As this appears to be the only abnormality I should be glad 
if any reader, gynaecological or other, can state: (a) if this 
appears to be a common experience; (5) if it is the likely cause 
of the sterility; and (c) what possible measures can be taken to 
obviate this occurrence. It may be worthy of note that the 
patient has a well-marked lumbar lordosis, although not more 
so than many patients I have seen, and there are no patho- 
logical changes in the lumbar spine to exaggerate the curve. 


High-altitude Flying for Whooping-cough 


Mr. G. H. Cort, F.R.C.S., writes with reference to the annotation 


published on June 1 (p. 900): Is it really necessary to adopt 
this method of cure when the same physical conditions can be 
produced by placing the patient in a sealed chamber and 
exhausting it? 
Income Tax 
Payment to Wife 


IncoMe ~ has been for some years engaged on clinical research 
for an “employer,” and is now preparing his report. This 
involves abstracts and translations, in which he has been assisted 
by his wife, a trained linguist. He has paid her in cash at the 
rate of £1 per week. If she had not been specially qualitied 
he would “ have had to pay a secretary to do it.” Can he deduct 
the £1 per week as an expense? 

** Yes. In the circumstances the amount appears to have 
been paid wholly, exclusively, and necessarily in the performance 
of the duties of the employment. If the payment to * Income 
is by way of a fee for service rendered rather than in the 
course of *“ employment ” the ground of claim is even clearer. 


Assistant: Flat Rent-free 


agreement provided for a salary of £450 plus the use 
of a flat, rental not to be above £100 a year. Is he liable to 


assessment on the latter sum? 


** Only if (a) he is personally liable for payment of the 
rent, which in fact is borne by the practitioner, or (b) if he is 
entitled to sublet the flat. In either of these cases he is regarded 
as in receipt of money or money's worth, and therefore within 
the old rule laid down in Tennant v. Smith. 
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Strangulated Hernia in Old Age 


Dr. P. W. Isaac (St. Bartholomew's Hospital) writes: A case of 
strangulated femoral hernia containing both gangrenous smail 
intestine and gangrenous bladder of four days’ duration in g 
woman of 82 years with recovery is sutliciently remarkable to 
warrant recording. The patient was admitted to St. Bartholo. 
mew’s Hospital on March 21 with a four-days history of obstrue- 
tive vomiting, severe colic, and absolute constipation. On ad- 
mission she was dehydrated and a very ill woman. Her abdomen 
was distended and peristalsis was visible. A red, tender, and 
oedematous swelling was present in the right groin. Under gas. 
and-oxygen anaesthesia with a little ether six inches of small 
intestine was resected and side-to-side anastomosis carried out 
by Mr. Fenton Braithwaite. The portion of gangrenous bladder 
was investigated and an indwelling catheter inserted. The wound 
was also drained. Her post-operative course was remarkable ony 
for its smoothness. By the fourth day she was taking by mouth, 
and passed a little flatus and faeces in response to an enema. The 
only incident in an otherwise uneventful recovery was the leakage 
of small intestine contents from the wound between the seventh 
and seventeenth post-operative days. She was discharged to a 
convalescent home five weeks after admission and_ has since 
reported back well. I have to thank Mr. Harold Wilson and 
Mr. Fenton Braithwaite for permission to report this case. 


Books for the Forces 


Sir Hersert Creepy, G.C.B., Deputy Chairman, Services Libraries 
and Books Fund, writes from the Mansion House, London:. In 
a recent issue of the British Medical Journal you were good 
enough to assist the cause of books for the Forces by printing 
a paragraph, in which the address of the Central Book Depot at 
Finsbury Barracks was given. The Postmaster-General has mean- 
while announced the great and welcome facility of free trans- 
mission of books for the fighting Forces to the central depot by 
the Post Office. Experience has shown that sometimes those 
having substantial quantities of books which they could give may 
have hesitated to send them on account of the cost of carriage. The 
co-operation of the General Post Office now overcomes. this 
difticulty. Books may be handed in at almost any Post Office 
in England, Scotland, and Wales, unaddressed and unstamped, 
and will reach the defenders of Britain at home and _ over-seas 
without cost to the giver. 


Bart’s at Derry Gardens 


Mr. W. McApbam Eccces, M.S., F.R.C.S., writes: One of. the 
loveliest things to be seen in London in these weary, dreary 
days of war is the acre of roof gardens over Messrs. Derry and 
Toms in Kensington High Street. They are being thrown open 
again this year, most generously, for the benefit of St. 
Bartholomew's Hospital, from Monday, June 17, to Saturday, 
June 22: 9 a.m. to 6 p.m. (Saturday to | p.m.). A very large 
sum of money has been raised for hospitals and nursing institu- 
tions since the gardens were completed. No admission fee is 
charged: but a contribution of one shilling and upwards may be 
given to the nurses and ladies who are to act as hostesses. 


Farmhouse Holidays 


The Farmhouse Holiday Bureau, whose address is now Salterns, 
Eashing, near Godalming, has again issued a booklet of some 
thirty pages at the price of 6d. which gives names and addresses 
with brief particulars of farmhouses in the British Isles where 
holidays may be spent in country surroundings. In view of 
recent events some of the statements about accommodation in 
the east and south-east of England may no longer hold good. 


Corrigenda 


Mr. A. L. BacHaRacH writes: In my paper on “ Vitamin E and 
Habitual Abortion,” published in your issue of June 1, 1940, a 
small undetected error appears in the descriptions immediately 
beneath the table. These should read: ** Columns 2, 3, and 4.— 
The figures. in parentheses indicate the percentage of cases: 
the left-hand figures the number going to term, the right-hand 
figures the number treated. In Column 5 the position of 
bracketed and unbracketed figures has been reversed.” 


In the letter on the early treatment of syphilis by Dr. A. 90. 
Fergusson Ross published last week (p. 954) there was a misprint: 
the word ** Wassermannotrophic * should, of course, have been 
spelt “ Wassermannorropic.” 











